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CHAIRMAN BiacketT: During the last year or so 
we have heard a good deal about Dr. Fay’s method 


of reducing hip fractures, and roentgenologists have 

been especially interested in Dr. Leonard’s method 

of making lateral radiographs of the hip. I am 

pleased to introduce Dr. Joseph H. Fay, of Melrose, 

who will read his paper on “A Method of Reduction 
Intracapsular 


Fractures of the Fem- 


A METHOD OF REDUCTION AND FIXATION OF 
INTRACAPSULAR FRACTURES OF THE FEMORAL NECK* 


BY JOSEPH H. FAY, M. p. f 


AM reporting the results of treating intra- 

capsular fractures of the neck of the femur 
by a modification of the Wilkie method, com- 
bined with a new type of reduction. With a 
few exceptions, this series of cases was treated 
at the Melrose Hospital during the past three 
and a half years. While the number of cases 
is not yet large enough to justify absolute 
conclusions, I am convinced that the results 
are sufficiently good to urge a trial of the method 
by others. 

There has been demonstrable bony union in 
nineteen out of twenty-two cases. There was 
one case of doubtful union, which was probably 
due to a fall downstairs a short time after dis- 
charge from the hospital. This patient refused 
further x-ray. Two cases which were not treated 
at the Melrose Hospital, but which I reduced 
elsewhere, did not unite. I do not include in 
the series four cases which succumbed within 
two months. 

There are two types of fracture of the neck 
of the femur. I consider that the simplest dis- 
tinction between the two is, first: fracture with- 
out displacement, and secondly : fracture with 
displacement. Type No. 1 gives excellent re- 
sults under almost any method of treatment. 
This type is seen in persons who possess a 
femoral neck which leaves the shaft at an ab- 
normally greater angle. The fracture line ap- 
proaches the horizontal, and this is most im- 
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portant. Examination of a fractured bone of 
this type will show that the broken surfaces 
are greater in area than similar surfaces of the 
more vertical type. As a result, we have bet- 
ter opportunity for apposition of these surfaces. 
Displacement forward of the distal fragment 
cannot occur because of restraint by the an- 
terior portion of the capsule. Shortening can- 
not occur, because the fractured surface of the 
proximal fragment is above, and therefore pre- 
vents upward displacement. With any sort of 
immobilization over a short period, these cases 
will always get firm bony union. There is no 
absorption of the neck and head, and union 
takes place because the planes of the broken 
surfaces are in absolute apposition. 

We next come to the second and more usual 
type, and one more difficult to treat properly. 
This may be described as thé pons asinorum 
of fractures. We find here that fracture has 
taken place in the thinnest portion of the neck, 
giving us the smallest possible fractured sur- 
faces to approximate. The direction of the 
line of fracture is more vertical. Lateral x-rays 
with the curved casette devised by Drs. George 
and Leonard show outward rotation of the distal 
portion of the neck, the fractured plane of the 
distal portion at an angle of 45° or more to the 
plane of the proximal fragment, and to the 
posterior edge of the distal fragment impinging 
on the fractured surface of the proximal frag- 
ment. When there is no upward displacement 
the posterior capsular surface of the distal por- 
tion of the neck covers a portion of the frac- 


pease! tured surface of the proximal fragment. Union 
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can take place in these fractures only between 
the broken surfaces. There is no periosteal cov- 
ering of the head or neck to produce new bone 
as there is in other fractures. Before the ad- 
vent of the curved casette, we were forced to 
rely on an anteroposterior or a stereoscopic view, 
and I am convinced that a large percentage of 
failures was due to the fact that adequate re- 
duction was never obtained, despite conclusions 
of the radiologists that approximation was good. 


No appreciable displacement of the fragments. 
— — 


Adequate reduetion is, in my mind, the most 
essential part of the treatment. Admittedly, 
grasping the ankle, using extension, abduetion 
and internal rotation will reduce some frac- 
tures of this type. A much easier method, and 
which I believe is more certain of results, may 
be described as follows: 

Flexion of the knee of the affected side to a 
right angle, flexion of the thigh to an angle of 
60°, and then, with the flexed leg used as a 
lever, internal rotation of the whole limb with 
the thigh adducted. This procedure 
the fragments. It effectively releases the im- 

pinged posterior edge of the distal fragment 
which is lying against the proximal fragment. 
Then, while maintaining forced internal rota- 
tion, extension and abduction of the limb fol- 
low. This sequence of movements places the 
fractured surfaces in exact apposition. 

The next consideration is some method of 
maintaining this apposition a sufficient length 
of time to favor bony union. If the limb is not 
held in abduction, a V-shaped opening will ap- 
pear at the upper edge of the fracture line, and 
there will be a consequent slipping. If internal 
rotation is lost, a similar opening will appear 


on the anterior surface of the neck, and again 
we shall be faced with slipping. 

Whatever form of immobilization is used, we 
must take into consideration the condition of 


of this, I have adopted the Wilkie plan with 


FIGURE Vertical view pve anterior rotation of the 
shaft . 


f the neck in its relation to the head. 
modifications which I think improve it. My 
practice is to apply well-padded plaster boots 


on both legs from toes to tibial tubercles. Both 
legs are held apart in forced internal rotation 


and abduction by a splint which is incorporated 


608 
FIGURE II. Fracture of the femoral neck showing the usual 
the patient. A majority of these fractures oc- 
cur in women who are aged, and who cannot 
stand procedures which are iia to indi- 

Some 


As in other fractures with displace- 
ment, the longer the elapsed time between in- 
ry and reduction, the more difficult reduction 
— Reductions are done under gas anes- 


comfort, and may sit up in bed at an angle of 
60° as soon as the plasters are firm. 


FIGURE IV. Anteroposterior view after reduction. 


The next important consideration is the after- 
eare. At all times nurses should be impressed 
with the fact that the fractured limb must be 
held in abduction when turning or moving the 
patient. There is a prevalent idea that with the 
use of plaster boots, these cases may be treated 
in an ordinary household and skilled attention 
is not necessary. This accounts for some of the 
unfortunate results obtained by men who have 
used this method of immobilization. I have 
found the sheepskin advocated by Dr. Hermann 
to be a great help in protecting backs. 

The apparatus is left in place for ten weeks 
following reduction. Measurement of the dis- 
tance between the trochanter and the iliac crest 
is possible in patients not over-fat, and is taken 
frequently. Since both limbs are equally ab- 
ducted, this is done by comparative palpation. 
X-ray is, of course, the greatest — for 
definite information as to maintenance of posi- 
tion and evidence of union. 

When the apparatus is removed, the patient 
is kept in bed for about two weeks. When the 
heel of the fractured limb can be raised from the 
bed without aid, union is then sufficiently firm to 
allow sitting up. Massage is given to knees and 
ankles regularly after removal of the apparatus, 
and in another two weeks’ time, walking with 


crutches or assistance is begun. After this, the 

patient is allowed to go home and dispense with 

e. 

In my total series of cases, I have had but one 
male. He was a man of eighty years having a 
fracture without displacement, and secured bony 
union. The average age of the series was seven- 
ty, the youngest patient fifty-six, and the oldest 
eighty-eight years of age. The youngest case 
was the one with the doubtful result referred 

to above. The oldest case obtained bony union. 

In the causation of deaths, embolism was re- 
sponsible for one, infection beginning with a 
cystitis for two, and hemiplegia for the fourth. 

The following conclusions seem justified : 

1. Reduction and immobilization by this 
method may be applied to all intra- 
capsular fractures regardless of the 

physical condition of the patient. 


FIGURE V. Vertical view after reduction. 


age of cases than we have ordinarily 
believed possible. 

. Absorption of the neck and head does 
not take place if adequate reduction 

is maintained. 


DISCUSSION 
CHAIRMAN BLACKETT: Discussion of Dr. Fay's pa- 


Dr. Leonard showed a series of slides illustrating 
the problems to “Intracapsular 


Dr. Fay's paper is now open 
for general discussion. 
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in the plaster, and which also serves to moder- 
ately extend the fractured limb by using the 
sound limb for counterpressure. 
I reduce these fractures as soon as they are 
thesia, and take but a few minutes. The patient 
can receive adequate nursing care without dis- 
2 
3 
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Dr. Orro J. Hermann: I have been listening to 
Dr. Fay’s paper and to Dr. Leonard's discussion with 
a great deal of interest. I happened to hear Dr. Fay 
over a year ago in a fracture meeting which I was 
invited to attend, and he certainly opened our eyes. 
In regard to Dr. Leonard’s x-rays, I think they have 
been of great help to us, especially in many of 
those cases when we thought we got position, and 
didn’t. In regard to Dr. Fay’s method of reduction, 
I think many of us unconsciously have done that 
adduction in years gone by, but never had the pic- 
ture as shown here. The movement and the mo- 
tions we go through are about essentially the same 
as he does. In regard to fixation, however, we dif- 
fer a little. I find that in our hospital where we 
have nursing, that we cannot keep our fingers on 


cast iron double spicas, which we call 
It is applied from well up 


884 

L 
3 


Now about the 


a period of pain and discomfort for about two or 
three days when they are out of the cast and rolling 
that period is to 


t, whether he advises the use of an ambulatory 
splint in these femurs. 


Dr. Jon W. O'Meara: Mr. Chairman and Gentle- 
men— We have been working on the problem of frac- 
tured hips here in Worcester, too, and I think that 
we have found out something about x-rays. We 
agree with Dr. Fay that many of the poor results in 
the past have been due to inadequate reduction. We 
have attempted to get lateral x-rays with a curved 
casette, but the films were quite unsatisfactory, and 
we are now reversing the position of the x-ray tube 
and the film, that is, the tube is placed on the well 
side at about the level of the patient’s knee, and the 
film at the outer side of the injured hip. We have 
succeeded in getting very satisfactory lateral films 
by that technique. It seems to be quite simple, and 
it can be done with a portable x-ray apparatus. 

We have also used a different method of fixation 
from that described by Dr. Fay. We reduce the 
fracture: much as he does, and then fix it with one 
of the Smith-Petersen nails, inserting it blindly 
rather than opening the joint and exposing the frac- 
ture. In the past six or seven months, we have had 
ten such cases. All the patients, except one who 
was done last week, are up and about. We keep 


them in bed for three weeks after the nail is in- 
serted, using light traction and a Thomas splint, 
and then get them up in wheel chairs and gradu- 
ally onto their feet. We have had no trouble with 
stiff knees, and practically no muscle atrophy. The 
patients have all been old, the average age being 
66. We have had no decubitus, and all in all we 
have found it a very satisfactory method. 

I have a few x-rays here for your inspection. This 
is an intracapsular fracture through the middle 
the neck. Here is a lateral film of the same frac- 
ture after reduction, but before nailing, using a port- 
able x-ray apparatus in the surgery. In this antero- 
posterior view the nail is driven part way in. It 
is driven only part way, in order to determine that 
the direction is correct. Here is the lateral film 
taken with the nail part way in. When we deter- 
mined that the nail was in good position, it 
driven the rest of the way. Here are the 
showing the nail in place. The first lateral 
show the entire head. When the patient 
to bed, another lateral was made showing 
in position. 

We made a few lateral films on a 
order to determine the forward angle of 
in different degrees of rotation. It has 
with reference to this nailing of hip fractures 


peatedly in different degrees of rotat 
that when the leg is in full internal rotation, 
neck is flattened, and the nail may be safely driven 
in in a horizontal direction, exactly parallel to the 
operating table. 


These are lateral films of a normal hip. 
were taken in different degrees of rotation, simply 
to prove that point. 

The first film shows the trochanter down here, 
and was taken with the leg lying in the natural 
position for a fractured hip, that is external rota- 
tion or eversion. It shows the trochanter consid- 
erably lower than the head. The second was taken 
with the toes pointing straight forward, and the 
third in full internal rotation showing that the level 
of the trochanter and of the head are approximately 
the same and a line drawn between them is parallel 
to the table. 


Dr. Frank R. Oper: There are one or two points 
Dr. Fay has made in his paper which I think are 
very helpful. Most of the emphasis on the treatment 
of fractures of the neck of the femur is based on 
the kind which can only be carried out in well- 
equipped hospitals and by well-qualified surgeons. 
The method which Dr. Fay advocates, and which 
was originated by Wilkie, is a step forward in help- 
ing the doctor in small communities. Almost any 
physician can put on plaster boots and if he has 
someone to give an anesthetic and to hold the feet 
after the boots are applied, his method of handling 
fractures of the neck of the femur will be very much 
simplified. If the general practitioner is required 
to put on a plaster spica after Whitman’s method, 
he needs a lot of apparatus and two or three as- 
sistants and considerable knowledge of plaster tech- 
nique, making a simple situation a difficult one. 
Fay is to be commended for his presentation. 


CHAIRMAN Bracketr: Is there any further 


cussion? If not, I will ask Dr. Fay to close 
paper. 

Dr. Fay: Regarding Dr. Hermann’s query 
follow-up treatment with splints, we have not 
it necessary to date. I don’t know what the 


the case continuously. There will be movement 
which is not 100 per cent perfect in that type of 
case. I think it is like any other fracture. If you 
get the fracture reduced, you can hold it by any 
number of different kinds of splints, and should 
adapt your splints to the individual case. For the 
it was too difficult to determine the forward angle of 
the neck, and others who have worked on the prob- 
lem have tried to do it by x-raying a well hip re- 
neck and the shaft is determined prior to operation 
by a protractor. 
';; ñr; fß time when fixation is over. U 
that one difficulty the patient has to contend with is 
condition of the knee joint, on the injured side, in 
that with internal rotation many of them have quite 
keep them fairly comfortable with light massage 
and radiant heat. 
Then again, in the convalescence, in none of our 
cases did we dare let them go without some type of 
ambulatory splint. I would like to ask Dr. Fay about 
dis- 
this 
to 
ound 
next 
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to show. Of course, as I have said, our 
are limited in number. We may change our 
to some extent when the number of cases has 
to fifty or one hundred. At the end of ten 
weeks, we have thus far had solid union. Regarding 


that they will likewise slip in a Whitman spica. 
That has happened, I believe. 


The failures that we have had, two in number, 
were not in my own hospital, and I think that the 
poor results were due to abduction of the knee while 
turning the patient. We have been able with the 
cadaver to see what happens when the knee ap- 
proaches the mid-line. Promptly the upper edge of the 
fracture will open up and there will be sliding up- 
ward. Unfortunately, it has taken me considerable 
time to get the number of cases that I have re- 
ported here. What I should like to try, or what I 
should like to see tried out in some of the larger 
hospitals, would be the spica apparatus applied, 
but brought down to include the foot on the sound 
side. I would be quite satisfied if proper reduction 
were done, and if the plaster were brought down that 
distance, we would have a method of fixation that 
would be absolutely foolproof. Of course, that type 
of fixation couldn’t be applied in a number of cases 
that we see, because of physical conditions. 


Dr. HERMANN: How about varicosity of the lower 
leg? Have you ever encountered that in your Wilkie 
boots? 


Dr. Fay: I don’t recollect encountering any. We 
have had some trouble with irritation of or about 
the heel early in the procedure, but by modifying 
our apparatus we were able to get away from that. 


Dr. HERMANN: I have had two of that type, and 
I was going to put boots on, but I didn’t dare on 
account of the pressure. There were fairly large 
varicose veins, and I thought those might be con- 
traindicative of boots. 


Dr. Fay: Well, I doubt it, since the patient is flat 
on his back, or at least in bed. I think that there 
is not much possibility of his getting into trouble 
that way. 


CHAIRMAN BLACKeTT: It is the duty of the Chair- 
man to appoint a committee to nominate officers for 
next year. I will appoint Dr. Fred O'Brien, Dr. 
mittee. 

We are indebted to the Secretary of the Section, 
Dr. Lowry, for obtaining the next speaker for us. 
He is Dr. Harold D. Corbusier, of Plainfield, New 
Jersey. His subject is “The Conduct of the Con- 
valescent Stage of Anterior Poliomyelitis.” Dr. 
Corbusier has been with us before, and we are 
very glad to have him again, for he always has 
something interesting to show us. 


THE CONDUCT OF THE CONVALESCENT STAGE OF 
ANTERIOR POLIOMYELITIS* 


BY HAROLD D. CORBUSIER, M.D.f 


Mr. Chairman, Ladies and Gentlemen: 

WILL start in immediately with these motion 

pictures, because if I talk too much before- 
hand it will occupy too much time. 

In the first place I want to remark on the 
nomenclature used by some; this stage has been 
called the ‘‘post-febrile stage, which is a very 
good designation, I think. The term ‘‘after- 
care of poliomyelitis’’ I believe is not so good 
as ‘‘convalescent stage or ‘‘ post-febrile stage. 

We place these cases under three general clas- 
sifications. First there are those of long stand- 
ing, a good many of them adults, a good many 
of them older children, in which there has been 
no treatment, or in which the treatment has 
not been successful, and there are deformities. 
Frequently we find joint involvement. Of 
course those are about the most difficult cases 
to handle, so far as muscle reéducation goes. 
We must of course use surgical intervention in 
many of these. 

The other class, and I think the class in which 
we have been getting the most successful re- 
sults from the particular method we have been 
using, includes those who have recently recov- 
ered from the acute stage. They have been re- 

*Read the Section of Radiology and Physiotherapy 
of the Massach ts Medical Society at its Annual Meeting, 
Worcester, June 4, 1934. 
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leased from quarantine, and all acute symptoms 
have disappeared. If they had been guarded 
properly during the early stage by correct or- 
thopedie methods, splinting, ete., they are very 
good subjects for muscle reéducation. The su- 
pervision of the acute stage is very important. 

The other group is one that I have been put- 
ting a great deal of stress on, because I find 
that many of these cases have been entirely 
overlooked. That is, the youngsters who have 
recovered from the acute stage, but have been 
left with a weakened musculature, and are much 
below normal generally. Many of these chil- 
dren have become lame, or otherwise crippled, 
due to lack of attention. I have found a num- 
ber who were just learning to walk when taken 
ill. They were brought home and supposedly 
cured because their paralysis had disappeared. 
They were put on their feet and immediately 
developed so-called ‘‘weak ankles’’, which often 
lead to weak foot in later life. 

I have found, in many of these cases which 
have been overlooked, that usually the mother 
notices a peculiar gait. Such cases have been 
put on their feet too soon, supposedly cured, be- 
cause their paralysis had disappeared. Those 
eases should be very carefully supervised and 
not considered cured until all muscles have re- 
covered their normal tone. 


(At this point Dr. Corbusier showed a film, 
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the care of these cases, I consider that it is not so 
foolproof from the point of view of care as the Whit- 
man spica, and that some of the cases, with un- 
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during the progress of which he made the fol- 
lowing remarks. ) 

Now I don’t want 
this method is a substitute for other forms of 
training. This is just one method we have de- 
veloped, after much practice and study, and 
found to be efficient. Some of these cases had 
been sent for the so-called ‘‘water cure’’. Some 
had been down to Georgia, and others had been 
elsewhere. There is no doubt that the water 
exercises are productive of good results. But 
we have been able to supervise the amount of 
exercise, the amount of pull of the muscle groups, 
better with these weights and pulleys than by 
means of water, because in using the pulleys 
and weights, one can easily control the amount 
of weight for each particular muscle group. 

This is the truck that is put on the foot. You 


Now you will see that you can get abduction 
and adduction here simply by adjusting the 
ropes through the wheels from one side of the 
board to the other, and the rope goes down 
through the board over the pulley with the | 5 
amount of weight put on which you decide to 
use. These wheels on the trucks are all ball- 
bearing, so the amount of friction is reduced to 
aminimum. As a matter of fact, you have less 
resistance than you do in the water. Also, and 
this is an important factor in exercising these 
eases, the pull and the push should be in the 
line of the limb. That is, the flexion and exten- 
sion of the leg should be in the normal plane of 
the joint. With this apparatus the limbs are 
not allowed to wobble from side to side, but 
their action is along the normal plane. In water 
that is very difficult to control. Note that plac- 
ing the patient on the side assists in overcom- 
ing the pull of gravity. 
As soon as weight-bearing is allowed, it is 
very important not to let the ient get up 
without nen either with or with 


You saw by the record that she was badly par- 
alyzed, but to begin with she used crutches, and 
I think you will see in a moment, also, that we 
have the feet strapped very carefully. This is a 
board that we use for exercising the leg and the 
feet. We use this also in so-called flat-foot. That 
is, weak foot. And then the tendency in this case 
was for eversion and pronation. Therefore, we 
strapped the foot in inversion and supination. 
Now this shows exercising with support of 
crutches. Here she is with the feet strapped, 
with the straps brought from the outside in, 
to give inversion and supination. 

This is not a case of automatic recovery as 
you might suppose, and of course the question 


you to understand that 


in to recuperate until she was given the mus- 

cle reéducation. I might, also, say that she had 

ultraviolet ray treatment, very methodically; 
that is, by the mercury vapor lamp. 

This exercise shown here is a little too fast. 

We do not allow them to do that to begin with. 


the foot is on the side, would be used for the 
arm. This is just to demonstrate the difficulty 


you have seen, the little wheel trucks permit 
easy action. 


"This shows the little aluminum splint put on 
the feet in between treatments in order to pre- 
vent the weak muscles being overcome by the 


stronger groups. 

Two of the worst cases that we have had were 

given under-water treatment in an ordinary 
bathtub to begin with. This child was com- 
pletely paralyzed in both legs, the abdomen and 
both arms; the arms moderately so. 

enthusiastie about plaster of Paris for the o 
nary case. There are some times in which we 
have to use plaster of Paris, and of course when 
it is used, it should be as light as possible, but 
we have done very well with aluminum splints, 
and I think where they can be used, it is far 


better to use them than plaster. Plaster of Paris 
is of value in some of the back cases; plaster 


beds I mean. 

very close attention 
If the patient is con- 
fined at home, of course it is very rary wt 
look after him unless you have an expert tech- 
nician there to handle the case. I show you 
here a case which had extensive 2 
but he was pulled through very well indeed 
because we had an expert technieian live richt 
there in the home. This boy was being over- 
nursed and was terribly nervous, with dogs and 
playmates coming in and visiting him, so we 
dismissed the two nurses. They weren 't neces- 
sary. In fact, at that time they just irritated 
the youngster, and we put the technician in and 
the case came through very well. 

This boy was badly paralyzed for a very long 
time. In fact, when we first saw him the ab- 
domen and rectum were very badly paralyzed, 
along with the arms and legs. The family phy- 
sician had been trying cathartics and various 
forms of medication with no result whatever. 

These exercises you note are being done on 
a home-made board; simply a piece of smooth 


N. BE. J. OF M. 
612 — ocr. 1984 
arises in your minds in all of these cases just 
how much automatic recovery they would make 
left alone, but this girl was getting worse be- 
ore she started in with her muscle training. 
She was out of the hospital some time and had 
not improved at all. As a matter of fact some 
groups were getting weaker and she did not 
same truck that we are using on the foot when 
will see that it is so arranged that you can get 
flexion, extension and rotation. We grade the 
muscle strength from zero to five ; zero, of 
N 
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plaster board, but using the trucks. It is not 
nearly so good as it would be with weights, and 
later on he did use the weights, but he couldn’t 
— — for some time, so he had his training 
at home. 

There has been a good deal said about passive 
motion, with objection to passive motion in the 
training of these cases. Naturally the goal which 
we try to attain is active motion, but passive 
motion is of a great deal of value, because it 
gives your patient confidence, and you help to 
show him by passive motion what you want him 
to do himself, so I don’t think that passive mo- 
tion is valueless at all. I think it is a necessity, 
to begin with. 

This boy’s shoulders and arms were para- 
lyzed, also his hands, and these are the trucks 
that are being used for the arms. Now this part 
of the treatment of the cases is quite important, 
where there had been abdominal paralysis. The 
boy has improved to the point now where he 
can help himself very well. His back was very 
we J paralyzed, but I kept him out of a plas- 

ter bed, because we just thought if we could 
get along and keep him pretty straight with- 
out it, it would be better, and his spine to-day 
is very straight indeed. The peculiar thing about 
this youngster was that he went down to Warm 
Springs for a while. I sent him down there, 
and he got wonderfully brown, and as his mus- 
culature developed more, he got stronger, but 
when he came back and started his exercises 


than they intended to, so that he could take the 
board exercises. 
Now this case has been taught to grip by 


support them. 
This 


progress, and was at a standstill until muscle 
reéducation by this method was undertaken. 
The girl shown had the shoulder girdle af- 
fected, the arm and hand. Naturally she had 
to be supported, and the aéroplane splint was 


This shows the use of the truck for the arm. 
You see there is abduction now with the pulley 


weight against it and that can be reversed so 
ise for adduction. 
paralyzed. 


It doesn’t 


give her record here, but both legs and both 
arms were paralyzed, and especially her right 
arm and right hand. After a long period of 
muscle training you ean see that she is getting 
along pretty well and is able to earn her own 
living. 

The question also arises as to when to begin 
musele training, and when to discontinue it. 
Of course, it must never be given when there are 
any acute symptoms. Every case is a case unto 
itself. In a great many of these cases you do 
have to operate later on to overcome flail joints 
and deformities of various kinds. But where 
the exercise is kept up, you don’t get real de- 
formity. 

This shows a simple wire splint that this girl 
uses to support the weakened thumb so that 
she can now use the typewriter and earn her 


living. 
DISCUSSION 
CHAIRMAN Btackett: The discussion of Dr. 
Corbusier’s paper will now be opened by Dr. Frank 
R. Ober, of Boston. 


Dr. Frank R. Oner: Mr. Chairman and Gentlemen— 
It is very difficult to discuss this paper because 
most of it was in motion pictures. Dr. Corbuaier 
speaks about classification of poliomyelitis. There 
is nothing new in this classification. It is the one 
mentioned by Lovett in his book published in 1916. 
The treatment during the acute stage, of course, be- 
longs to the family doctor. He should be prepared 
to prevent deformities. As soon as the paralysis 
disappears we have a prolongation of the acute 


. | stage in which we get tenderness of many muscles. 


They may or may not be paralyzed. The legs should 
be splinted in a comfortable position in wire splints 
which can be bent as irritation disappears. Mas- 
sage should never be used or severe manipulation, 
as they tend to increase the tenderness and when 
this increases the muscle irritability increases. As 
a result there is contraction of these affected mus- 
cles. Plaster of Paris can be applied only when the 
limbs can be put into a normal position. Muscle re- 
éducation should not be begun until all tenderness. 
has disappeared. Sometimes it is difficult to detect 
such tenderness. A simple test is to try gentle 
straight leg raising and if any tenderness is present, 
the patient will let the examiner know. 

The best treatment in this stage is the applica- 
tion of wet or dry heat. It is not necessary to use 
a diathermy apparatus. Patients may be put on a 
sheet and lowered into a bath of warm water of a 
temperature of about 100°. Many years ago we dis- 
covered that when patients were put into such baths, 
they were able to move their extremities without 


pain. 

The Warm Springs Foundation, which has been 
mentioned, has a definite place in the treatment of 
poliomyelitis. Patients who have been treated for 
years or who have been neglected for years can 
go there and are stimulated to resume or continue 
treatment as the case may be and from the psycho- 
logical point of view they get a mental boost which 
is very helpful. 

It has been stated that no patient has recovered 
any muscle power after two years. I have seen 
distinct muscle recovery after thirty-five years. 

The apparatus which Dr. Corbusier mentions is an 
old method of getting rid of friction. The arrange 
ment is probably valuable in some cases. It is not 


— = 
him more good than when given in the water 
In fact, his parents brought him home sooner 
necessary, in fact it is very necessary indeed, 

with these cases of paralyzed arms and hands 

to be sure that they retain their splints or braces 

in between their treatments. 

Now this is a very good exercise because he 

gets musical at the same time. (Picture of a pa- 

tient exercising his hands and arms by means of 

an accordion.) And the banjo splint is there to 

relax the extensors which are paralyzed, and to 

_ ease which was out of the 

hospital for a number of months before the 

treatment was begun. He had made very little 
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necessary to use a roller skate, as a long bandage 
in the form of a sling will do just as well. It is 
only applicable to the larger muscles. Muscles of 
wide function need to have attention. 

There was one child shown in the motion picture 
who had both legs strapped together. If the right 
leg is paralyzed and the left leg is not, the left leg 
can be used to push the right leg around and there 
may not be any muscle power coming back. Mechan- 
ical aids are all very well but one cannot get away 
from the fundamental principle that to increase 
muscle power, when there is any power present, 
it is necessary to reéducate these muscles by the 
patient’s own will and by the assistance of a com- 
petent physiotherapist giving individual attention to 
each group of muscles. Care should be taken not to 
exercise strong muscles at the expense of the weak 
muscles. 

Patients should not be allowed to walk until all 
possible function has returned. There is no rule for 
any patient up any more than there is any 


It depends on t of paralysis 
cles affected and whether there is deformity. 


Dr. Frepertck H. Morse, Boston: In our inter- 
pretation of the cause of infantile paralysis, which 
we are talking about to-day, in the usual form of 
poliomyelitis we have an inflammation occurring in 
the spinal cord, followed by the imbedding of the 
nerve cells there, which is the seat of future im- 
pairment of function. 

Now while education of the muscles is important, 
and massage and what Dr. Corbusier has told us to- 
day is very important, the cause still exists in those 
imbedded cells back in the region of the cord where 
the pressure is, and as we understand it, all trouble 
is due to pressure somewhere. Now isn’t it the 
relief of those cells imbedded in that inflammatory 
process that we must consider? 


I have had much experience in the treatment of 
these cases, not in hospitals, not in the acute stage, 
but in the later stages of from five to twenty years’ 
duration, and I have seen improvement where they 
had reached that period where physicians said that 
nothing more could be done. I think the treatment 
by diathermy is of no avail, because one cannot 
localize diathermy to a nicety, which is so essential. 
With the sinusoidal current, which is a mechanism 
used for reversing the galvanic current, one is lift- 
ing oneself by the boot straps and not getting any- 
where. Applying the negative pole of the galvanic 
current over the affected area (legs and arms) 
seems a sensible thing to do, because by increasing 
the blood supply in a definite manner, we are doing 
something to improve the nutrition of that part 
where the pathology actually exists. Then if you 
wish, use in addition to that technique, your mas- 


sage, your exercise, as Dr. Corbusier has shown us 


Those of you who know me suppose that I am 
thinking about the Morse Wave Generator, and I 
probably am, but I am not selling apparatus and I 
have seen many cases, after years of disability, re- 
stored in a degree to function, where all ordinary 
means have failed. So I am just bringing this 
thought here in addition to what Dr. Corbusier has 
talked about. 

I think there is one element that is overlooked, 
which is an improvement of the local nutrition in 
the part where the trouble originated and that is in 
the spine. We have nothing in all our therapeutics 
that can localize nutrition as the negative pole of the 
galvanic current, and it is a great pity that the 
profession isn’t better posted on that feature of 
physical methods. 


CHAIRMAN BLacx Err: I am now going to ask 
Dr. Corbusier to close the discussion. 


Dr. Corpusier: I haven't very much more to say, 
gentlemen. I just want to thank my old friends Dr. 
Morse and Dr. Ober for their discussion of my paper. 

Dr. Ober spoke about the difficulty in the straight- 
ening of the leg sometimes. Yes, that is quite 
marked at times, and as he said, it is very foolish 
to try to straighten legs by pulling. In cases of 
that kind we have used the infra-red lamp to great 
advantage and it seems to relax the parts to a bet- 
ter degree than without any heat at all. But I like 
that form of heat especially. 

Dr. Ober spoke about the fallacy of saying that 
these cases are not improved after two years. I 
think he is quite right about that, because there is 
no doubt about it, we often get considerable im- 
provement long after two years. 

The picture where the two legs are strapped to- 
gether was just for the purpose of having the well 
leg assist the other. 

Dr. Morse spoke of the use of electricity, with 
which of course he is an expert, to improve the 
local nutrition. I think that some of those 
are very important, indeed. We don’t hesitate to 
use diathermy in our clinic, especially in cases where 
there have been joint changes, and also 
joints. That is in the late stages, not in the acute 
stages. We use diathermy there a great deal. 


CHAIRMAN BLAcKeTT: I am very pleased to present 
the next speaker Dr. Ross Golden, Roentgenologist 
of the Presbyterian Hospital in New York City. He 
is no stranger to us for he left the Massachusetts 
Medical Society when he went to New York. His 
work is too well known to all roentgenologists to 
make introduction really necessary. His paper is 
entitled, “Diverticulosis, Diverticulitis and Carcinoma 
of the Colon: A Roentgenological Discussion.” 


DIVERTICULOSIS, DIVERTICULITIS AND CARCINOMA 
OF THE COLON: A ROENTGENOLOGICAL DISCUSSION* 


BY ROSS GOLDEN, M. D. f 


IVERTICULA of the colon are described 
in Kaufmann’s’ Pathology as false hernial 
bulgings of mucosa and submucosa through a 
weak spot in the internal muscular layer. They 


*From the Roentgen Ray Department of the Presbyterian 
Hospital and the Department of Medicine of the College of 
Physicians und Surgeons of Columbia University, New York City. 
Read before the Section of Radiology and 
of the Massachusetts Medical Society at its 
Worcester, June 4, 1934. 
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are never found in children; although rare be- 
fore forty (16 out of 1574 cases, Mayo*), they 
are frequently present in middle-aged or elder- 
ly individuals. The exact mechanism of their 
production is not understood but it is assumed 
that pulsion from within plays a part. The 
sigmoid and descending colon are most fre- 
quently the site of diverticula, although they 
may appear anywhere in the large intestine. 
They are usually multiple and may be present 
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‘in large numbers; rarely only one may be 
found. They occur nearly twice as frequently 
in men as in women (64 per cent to 36 per cent, 
Mayo“). 

The term divertieulosis is now commonly 
used to designate the presence of diverticula of 
the colon, ‘‘diverticulitis’’ being reserved for 
those cases in which definite evidence of an in- 
flammatory process associated with the saccu- 
lation is demonstrable. 

Graser' in 1898 pointed out the importance 
of diverticulitis and the great difficulty of dif- 
ferentiating from carcinoma the mass produced 
by inflammatory processes originating in diver- 
ticula. Apparently little attention was paid 
to the subject at that time. It was not men- 
tioned in Osler’s® Medicine until the 1911 edi- 
tion. During the past two decades, however, 
much has been written about it, the writers in- 
variably stressing the difficulty of detecting di- 
verticula of the colon at laparotomy and of dis- 
tinguishing the inflammatory mass from malig- 
nant disease. The purpose of this paper is to 
discuss certain sources of error and to empha- 
size the important réle played by the roentgen 
method of examination in the detection and 
differential diagnosis of these two diseases. 


CLINICAL ASPECTS 


Diverticula of the colon are often of no im- 
mediate clinical importance. They may, how- 
ever, give rise to numerous secondary processes. 
Telling lists thirteen of them, the most impor- 
tant of which is inflammation, diverticulitis in 
some form or other. Among them he mentions 
the secondary development of carcinoma. 

It is unnecessary to discuss extensively the 
difficulties of the clinical diagnosis. Uncompli- 
eated diverticula are almost impossible to de- 
tect. Speaking from the standpoint of the proc- 
tologist, Telling states that the sigmoidoscope 
is disappointing so far as the demonstration of 
out-pouchings is concerned. With this our proc- 
tologist, Dr. Charles L. Janssen*, agrees. It 
should be emphasized, however, that sigmoidos- 
copy as well as a digital examination should 
always be done whenever a lesion of the sig- 
moid is suspected. A history of left-sided pain 
is of great importance. Blood is present in the 
stool much more frequently with carcinoma 
(Jones) than with diverticulitis (carcinoma 47 

r cent, diverticulitis 18 per cent, Judd and 

ollock* ; diverticulitis 17 per cent, in half of 
which the blood was seen to come from around 
the anal canal, Rankin and Brown”; diverticu- 
litis 10 per cent, Jones“; 5 per cent, Spriggs’). 


ROENTGENOLOGIC ASPECT 


Colonic diverticulosis is easily demonstrable 
in the great majority of cases by roentgen meth- 
ods. When barium enters the sacculations they 
appear as bud-like projections from the intes- 
tinal wall. If a fecalith is present in the pouch, 


the opaque material surrounds it and a ring- 
like shadow is the result. If the solidly filled 
sack projects anteriorly or posteriorly it may 
not be seen in profile and its presence can be 
established only after the mass of barium in 
the lumen of the gut has been expelled and the 
rounded shadow of the barium-filled diverticu- 
ays. 

The diverticula may be demonstrated either 
by the barium enema or the barium meal. As 
a general principle, whenever disease of the 
large intestine is suspected, the enema should 
be used first to avoid the danger of making 
complete a partial obstruction. The injection 
should be given on the fluoroscopic table and 
the contours and movements of the gut studied 
in oblique as well as posteroanterior positions 
as the opaque material flows in. It is often de- 
sirable to make a film on the fluoroscopic table 
with the patient rotated toward the left imme- 
diately after the sigmoid fills in order to get a 
view of its coiled-up loops. After the entire 
colon is filled, films of the entire abdomen 
should be made before and after the evacuation 
of the enema. The latter often show the saccu- 
lations when the former do not. In some cases, 
however, the diverticula do not fill when the 
enema is used, probably because of swollen mu- 
cosa around their mouths. In such instances 
they may be revealed on a film taken twenty- 
four hours later or on films taken twenty-four 
hours after the ingestion of barium. Appar- 
ently a certain amount of peristaltic activity 
is necessary under certain conditions to force 
barium into them. In uncommon instances the 
sacculations fill but do not retain barium and 
may be seen only when the colon is distended 
by the opaque enema. Not infrequently barium 
remains in them for days or weeks. A lesion 
low in the sigmoid, obscured by overlapping 
coils so that its character cannot be determined, 
may require study by the so-called ‘‘double 
contrast method, that is, by the injection of 
air after the expulsion of a barium enema. 

If inflammation is present, the gut in the in- 
volved area is often so irritable that it does 
not remain well filled with barium and because 
of spasm may appear to have a narrowed lumen. 
Marked swelling of the mucosa and exaggera- 
tion of its folds produce a shadow with irregu- 
lar saw-tooth margins. This appearance is 
sometimes interpreted as carcinoma. If, how- 
ever, a careful fluoroscopic inspection of the gut 
is made as it fills, changes in the mucosal con- 
tours of the wall and evidences of peristaltic 
movement can usually be seen which would be 
impossible in the presence of carcinomatous in- 
filtration. 

A malignant growth of the colon, on the other 
hand, usually manifests itself by a narrow, 
sometimes slightly irregular constriction (figs. 
1 and 2) in which the above-described saw-tooth 
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appearance is absent and no mucosal contours 
can be detected; on either side of the constric- 
tion the gut may be irritable. Less frequently 


. The typical constriction of an annular, infiltrating 
of the colon as disclosed enema. The 


carcinoma by a barium 

relatively smocth margins are explained by appearance 

the inner wall of the L (fig. 2) and are to be contrasted 
margins of the constriction in diverticulitis 


FIG. 
fig. 1. 


the growth is fungating, invades the lumen from 
one side and produces not a constriction (fig. 3) 
but a filling defect analogous to that of a car- 
einoma of the stomach. 


2. The annular carcinoma of the colon shown in 


Both carcinoma and diverticulitis may cause 
complete obstruction to the flow of the barium 
enema. Either a diverticulum or a malignant 
growth may perforate and produce an abscess. 


ROENTGENOLOGIC DIFFERENTIAL DIAGNOSIS 


A differential diagnosis between carcinoma of 
the colon and diverticulitis cannot be made un- 
less the opaque material can enter the constricted 
area. If a complete obstruction is encountered, 
the roentgenologie interpretation must be lim- 
ited to a statement of that fact. 

If the opaque enema is permitted to flow 
through the constriction, the differential diag- 
nosis depends primarily upon two observations : 


and 2), producing a margin on which no mu- 


tory constriction often varies in width from mo- 
ment to moment and the details of the mucosal 
contours may change. Of less importance is the 
fact that the malignant constriction is usually 
relatively short and the walls adjacent to it 
usually fill out widely and flexibly while the 
constriction of diverticulitis is often relatively 
longer and the adjacent gut is likely to be ir- 
ritable. The demonstration of diverticula per se 
does not rule out carcinoma. 


= 
> ~ 
FIG. 1 
‘ 
: 1 FIG. 3. The fungating type of carcinoma of the colon. The 
2 mass invades the lumen from one side, producing a filling defect 
opposite which normal flexible intestinal wall can be seen. 
es I | In this case the transverse colon is unusually irritable. The 
. growth was excised by the Mikulicz method. 
2 (1) Careinoma destroys the mucosa (figs. 1 
ours can seen rai may 
_|irregular; in diverticulitis the mucosal folds 
persist and are usually much exaggerated (figs. 
we _|4 and 5), producing a very irregular margin. 
* 1 (2) The malignant constriction remains un- 
| aes changing in size and shape as the barium enema 
ae ae flows through, while the lumen in the inflamma- 
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FIG. 4. 


was interpreted 
is to be contrasted with the smooth margins of the carcinoma 


Case 2. Diverticulitis of the descending colon which 
as carcinoma. The jagged, irregular shadow 


inflammatory mass was thought to be 


(fig. 5) explain the 
barium shadow. Diverticula project from the upper margin 


in fig. 1. The hard 
a 


THE RELATION OF CARCINOMA OF THE COLON TO 


DIVERTICULOSIS 


The statement is made in the older literature 
(for example, Telling) that diverticulosis pre- 
disposes to carcinoma of the colon. Without 
going into detail, it may be pointed out briefly 
that the writers of the past few years give fig- 
ures which indicate that diverticula are asso- 
ciated with carcinoma of the large intestine in- 
frequently. Rankin and Brown’ (1930) in 227 
eases of diverticulitis found four with carci- 
noma and in 679 operations for carcinoma of 
the colon, diverticulosis was present in only four 
instances. Of thirty-three cases of carcinoma 
of the large intestine in the records of the De- 
partment of Pathology of the Presbyterian Hos- 
pital in New York, diverticula were also pres- 
ent in only two. Even where the two condi- 
tions are found together, the growth in some 
instances does not appear in the region involved 
by the diverticula. We may, therefore, with 
reasonable assurance dismiss from our minds 
the possibility that diverticulosis bears a causa- 
— relationship to malignant disease of the 
colon. 


CASES 


The following case reports are appended to 
illustrate various points made in this paper. 


Case 1. A middle-aged woman for four years had 
numerous attacks of pain in the right upper quad- 
rant and back, slow in onset and relieved by a 
bowel movement. She had an uncomfortabie, bloat- 
ed feeling in the epigastrium, and belched gas. The 


6. Case 1. 
ascending co 


abdominal pain. 


A flim taken forty-eight hours after the 
— ne of the 
a tender, 


was ——ů—— for right-sided 
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FIG. 6. Case 2. Diverticulitis of the descending colon, 2 
resected as carcinoma. The swollen exaggerated folds of 
mucosa and marked hypertrophy of the muscle wall explain 
the jagged irregular margins of the constriction in fig. 4 and 
are to be vontrasted with the inner surface of the an 
carcinoma shown in fig. 3. The mouths of at least 
diverticula can be seen. 
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bowels were constipated, especially during the 
previous two weeks. No blood had been seen in the 
stools. She lost twenty-five pounds in three years. 
Physical examination was negative except for a 
vague mass and tenderness in the right lower quad- 
rant. She was sent for a roentgen examination of 
the large intestine with a question of carcinoma of 
the ascending colon. Aside from considerable ir- 
ritability of the sigmoid and descending colon, the 
barium enema filled the entire large intestine nor- 
mally. The film taken after evacuation showed a 
shadow medial to the lower part of the ascending 
colon which suggested a diverticulum but which 
might have been a little barium in the ileum. In- 
gested barium showed clearly that it was a diver- 
ticulum (fig. 6) which still contained barium five 
days later. In the region of this diverticulum there 
was a sausage-shaped tender mass, and localized 
contractions in the ascending colon were seen at 
this level. The patient was assured that no growth 
was present, was advised as to diet, etc., and turned 
over to the care of her son, a doctor. In April, 
1934, five years later, he wrote that his mother was 
having occasional pain in the right side of the ab- 
domen. 

In this case a solitary diverticulum of the ascend- 
ing colon was apparently the cause of right-sided 
abdominal pain which suggested clinically the pos- 
sibility of carcinoma of the ascending colon. 


Case 2. (Unit No. 273209.) A man, fifty-five years 
old, came to the hospital complaining of cramp- 
Eke pain in the left lower quadrant. One week pre- 
viously he was awakened by abdominal cramps 
which he attributed to crab meat. The pain re- 
curred the next day. His family doctor had his 
colon examined by a barium enema (fig. 4), which 
was thought to show a carcinoma of the descend- 
ing portion. Physical examination on admission 
disclosed a hard, non-tender mass in the left lower 
quadrant. He was immediately operated upon with- 
out being referred to the hospital roenigen ray 
department for further studies. Al operation in the 
left lumbar gutter was found a hard mass which 
felt like carcinoma of the colon. Numerous diver- 
ticula of the descending colon and sigmoid were 
noted. The splenic flexure and descending colon 


were resected 
done with a 
eventful. 
Pathological examination of the resected speci- 
men proved that the mass was due to diverticu- 
losis and not to carcinoma (fig. 5). It was com- 
posed of greatly thickened muscle wall and thick- 
ened mucosa. The lumen was narrowed to about 
one-sixth the normal diameter. In the muscle and 
serosa were hemorrhagic and necrotic areas. The 
fat outside the mass was thickened, apparently by 
fibrous tissue. In this fat, plaques of opaque, yel- 
lowish-white material and areas of hemorrhage 
were found, apparently due to infection. Micro- 
scopic examination of the wall of the mass showed 
numerous mitotic figures in the mucosa with mod- 
osa was vascular, injected, edematous and heav- 
ily infiltrated with polymorphonuclear leucocytes. 
The muscle was enormously hypertrophied. In 
places it was separated from the submucosa by 
small abscesses which were also present in the 
muscle itself. The inflammatory reaction extends 
into the serosa of the mesentery. 
This case illustrates a roentgen 
preting inflammation of the wall of the large intes- 
tine as carcinoma and also the difficulty of differ- 
entiating the two conditions at operation in spite 
of the fact that diverticula were present. The films 


cecostomy. 


error in inter- 


brought in by the patient show, in addition to typi- 
cal diverticula, a filling defect with very irregular, 
jagged margins with barium shadows running out 
at right angles to the axis of the gut. Comparison 
with the pathological specimen shows this to be 
due to the very deep folds produced by the marked- 
ly swollen mucosa. 


Case 3. (Unit No. 241312.) A man, seventy-nine 
years old, came to the hospital complaining of an 
“intestinal upset” which followed the drinking of 
several glasses of cider about six weeks previously. 
He stated that the bowels gave no trouble up to a 
year previously when he began to have a second 
watery bowel movement about an hour following his 
regular evacuation after breakfast. He passed no 
blood. For six weeks he had several small unsatis- 
factory bowel movements a day, consisting some- 
times of small hard particles, sometimes of un- 
formed stool and sometimes of gas and mucus. He 
had no pain. Physical examination disclosed slight 
tenderness low in the left lower quadrant but no 
mass was found. The blood pressure was 215 mm. 
Hg. systolic and 104 diastolic. There was evidence 


of arteriosclerosis. A barium enema had been done 
before he came to the hospital which disclosed an 
abnormal condition of the ey 1 to have 
( ° 


been interpreted as A barium 


FIG. 7. Case 3. A filling defect in the sigmoid which was 

interpreted as probably carcinoma. No diverticula present. 

Mucosal folds can be seen throughout the defect. A few days 
barium enema encountered a complete 


later 
tion. Diverticula were demonstrated after the ingestion of 


barium (fig. 8). 


enema given at the hospital encountered a com- 
plete obstruction in the sigmoid. On the after-evac- 
uation film were three or four shadows suggesting 
diverticula. The films, taken after the first barium 
enema, were secured, on which mucosal folds could 
be seen passing through the defect, the saw-tooth 
shadows of exaggerated mucosal folds were present 
but no diverticula were demonstrable. These facts 
led to an interpretation of diverticulitis rather than 
carcinoma. Barium was then given by mouth and 
numerous diverticula of the sigmoid were disclosed 
(Fig. 8). When seen a year later he had no bowel 
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symptoms except a frequent desire to go to stool. 
At times he passed a little reddish mucus but had 
no gross bleeding and no loss of weight. Still later 
he developed signs of cardiac insufficiency and died 
of heart failure a year and eight months after the 
above-described examination was made. 

In this case a barium enema failed to disclose 
diverticula but showed a defect in the sigmoid 
which was interpreted as suggestive of carcinoma. 


The seventy-nine year old patient died a year and 
eight months later of heart failure. 


A later barium enema encountered complete ob- 
Numerous diverticula were demonstrat- 
ed after the administration of barium by mouth, 
which, together with the persistence of mucosal 
folds in the sigmoidal defect on the original film, 
led to the interpretation of diverticulitis. 


(Unit No. 244627.) A woman forty-four 
years old entered the hospital complaining of pain 
in the left side of the abdomen. The onset seven 
weeks previously was fairly rapid but not sudden, 
and, at the site of pain and tenderness, a lump ap- 
peared. She went to a hospital for two weeks and 
improved. The pain recurred occasionally. A barium 
enema and a barium meal made the symptoms 
worse. The diagnosis at this time was diverticulitis 
with abscess. A barium enema at the Presbyterian 
Hospital encountered complete obstruction in the 
lower part of the descending colon. Barium given 
by mouth before admission was still present prox- 
imal to the obstruction. Four days later a second 
barium enema disclosed a narrow channel extend- 
ing from the obstruction to the gas-filled gut above, 
the appearance of which was very suggestive of 
carcinoma. The films taken before admission were 
secured. One (fig. 9) showed an annular constric- 
tion in which no mucosal folds were present, and 
no evidence of irritation of the adjacent mucosa 
which usually accompanies diverticulitis was seen; 
another (fig. 10) showed a barium-filled tract lead- 
ing away from the lumen of the gut at the involved 
level, suggesting a perforation. At no time were 
diverticula demonstrated. The character of the 
inner surface of the constriction led to the inter- 
pretation of carcinoma. Operation disclosed a car- 
cinoma of the descending colon at the brim of the 
pelvis with perforation of the posterior wall and an 
abscess in the iliacus muscle. The growth was re- 
sected and an end-to-end anastomosis was done. A 
year later the patient developed a mass in the left 


flank with pain. A barium enema disclosed a nor- 


mal descending colon and the mass was found to lie 
medial to the gut. At operation a carcinomatous 
mass was found in the iliacus muscle at the site 


FIG. 9. Case 4. Carcinoma of the descending colon which 
perforated, formed 
of diverticulitis. 


an a ga 
(See fig. 10.) The cor 


indicated the relatively smooth 
in which no mucosal folds can be seen. 
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Case 4. Perforated carcinoma of the descending 
colon. The tract leading from the constriction to the abscess 
contains barium. For a the carcinoma 
8 colon is very irritable and does not remain 


of the abscess mentioned above. It was excised. 
During the two years since then, no further symp- 
toms have appeared. 

In this case a carcinoma of the descending colon 


perforated, produced an abscess and gave the clin- 
ical impression of diverticulitis. The correct diag- 
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FIG. 8. Case 3. Although no diverticula of the sigmoid 
were demonstreble by the barium enema (fig. 7), several ap- f 
peared on the film taken twenty-four hours after the ingestion ; 
ot the constriction 
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nosis was indicated by the absence of mucosal con- 
tours in the constriction. 

Case 5. (Unit No. 311237.) A man fifty-six years 
old came to the Vanderbilt Clinic complaining of 
loss of appetite, gas and distention of about four 
weeks’ duration. During that time he lost eight 
pounds in weight and vomited once. The day be- 
fore admission his temperature was 101°. Physi- 
cal examination was negative except for pallor and 
a mass in the epigastrium which was not tender and 
which moved with respiration. He was sent to the 
roentgen ray department for a barium meal with a 
question of carcinoma of the stomach. The stomach 
was normal. On the twenty-four hour film a nar- 
row area about 4 cm. long in the sigmoid was dis- 
closed (fig. 11) which was thought by an inexperi- 


Case 6. Carcinoma of the sigmoid. The smooth 
by the inner surf 


growth per- 
forated (autopsy) and caused a pelvic abscess which in turn 
perforated into the rectum. 


enced observer to be due to spasm. Four days 
later he was seized with severe lower abdominal 
cramps. His family doctor found a mass in the left 
lower quadrant. A film of the abdomen disclosed 
the same narrow area in the sigmoid with dilated, 
barium-distended gut proximal to it. The margins 
of the constriction were smooth and no evidence of 
mucosal folds was present in it. Dilated loops of 
small intestine containing gas and fluid were seen. 
The interpretation at this time was carcinoma of 
the sigmoid with obstruction. He was admitted 
with a fever of 104°. The mass and pain disappeared 
after an enema. Sigmoidoscopy disclosed very edem- 
atous sigmoidal mucosa and little openings thought 
to be diverticula. The stricture appeared to be due 
to swollen mucosa and the surgeon was inclined 
to attribute the difficulty to diverticulitis. A ce. 
costomy was done. The left foot and leg became 
swollen, suggesting a thrombophlebitis of the left 
common iliac vein. A bronchopneumonia caused 
his death eleven days after admission. At necropsy 
a carcinoma of the sigmoid (fig. 12) was found 
with a necrotic area which had perforated into the 
pelvis, caused a pelvic abscess which in turn per- 
forated into the rectum. The pelvic veins were 


thrombosed. Metastases were present in the liver. 
No diverticula of the colon were found. 

In this case an erroneous impression that diver- 
ticula were present was obtained with the sigmoido- 
scope. A diagnosis of carcinoma was made by 
roentgen examination, based on the smooth char- 
acter of the constriction, the abscess of mucosal 
folds, and, of secondary im the absence of 
diverticula and of irritability. 


These cases illustrate several of the mistaken 
clinical and roentgenological impressions that 
it is possible to obtain in dealing with carci- 
noma and diverticulitis of the colon. In two 
instances the roentgenologist misinterpreted the 
irregular filling defect of diverticulitis as car- 
cinoma. In one of them, the operating sur- 


Perforated carcinoma of the 
is in contrast with the folds 
below it. 


strongly suggested diverticulitis in two cases; 
the correct diagnosis was indicated by the 
smooth character of the inside of the constric- 
tion as shown by the roentgen examination. In 
one of them, the sigmoidoscope gave the erro- 
neous impression that diverticula were present. 


SUMMARY 


Diverticula of the colon may rise to symp- 
toms on the right as well as on the left side of 
the abdomen. 

In spite of the fact that the difficulty in dif- 
ferentiating diverticulitis and carcinoma has 
long been known and in spite of the develop- 
ment of roentgen methods of examination, er- 
rors in diagnosis are still made. Some of the 
errors from the roentgenological standpoint 
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8 geon resected the hard inflammatory mass be- 
cause he could not distinguish it from malig- 
nant disease. Carcinoma of the distal colon 
= : : perforated, produced an abscess and very 
a 
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constriction 
of the growth (fig. 12). Sigmoidoscopy gave the erroneous * ** . 
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seem to be due to a failure to realize that diver- 
ticula do not always fi, following a barium 
enema, and to appreciate the significance of the 
intestinal wall contours. The deep, exagger- 
ated mucosal folds raised up by an infection 
produce a barium shadow with irregular, jagged, 
saw-tooth margins. The infiltrating growth of 
an annular carcinoma, on the other hand, de- 
stroys the mucosa and produces a constriction 
with relatively smooth margins in which no mu- 
cosal contours can be seen. Either condition 
may cause a complete obstruction to the flow 
of the barium enema, in which case no differen- 
tial diagnosis can be made. An infectious gran- 
uloma which destroys the mucosa cannot be 
differentiated by roentgen methods from carci- 
noma (Gunn and Howard). 

The incidence of the association of diverticu- 
losis with carcinoma of the colon is very low. 
There i is no convincing evidence that the former 
p to the latter. 

Because his method gives information con- 
cerning the inside of the gut, the roentgenolo- 
gist has a much better opportunity to differ- 
entiate inflammation and malignant disease of 
the colon than the surgeon who, even at oper- 
ation, can only palpate the outside of a hard 
mass. Although this differential diagnosis 
roentgenologically may be difficult in individ- 
ual instances, with consideration of the above- 
mentioned points it should be accurate in a 
high percentage of cases. 

I am indebted to Dr. A. P. Stout for the photo- 
graphs of the surgical specimens. 


1 Graser, E.: 
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P. 632, 1911. 
10 Rankin, F. W. 
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DISCUSSION 
CHAIRMAN BiacketT: I am going to ask Dr. Mer- 
1 of the Peter Bent Brigham Hospital, | 9 
‘to open the discussion. 


Dr. Merritt C. Sosman, Boston: Mr. Chairman, 
Ladies and Gentlemen—I notice that three of us 
have been selected to discuss this paper. One of 
the others may disagree with some of the things 
which Dr. Golden has said but I cannot, as the 
points he has made are all Gospel so far as I am 
concerned. They are the particular features which 
help me to differentiate carcinoma of the colon and 
diverticulitis. In certain cases this differentiation 
may be impossible, particularly when there is com- 


plete obstruction to the barium 
den has stated. But let us go 
before Dr. Golden sees the pati 
diagnoses, and see if there is any difference in their 
histories. The age of the patient is of no help; the 
average age of 103 of our patients with diverticulitis 
being 55.5 years, practically identical with that in 
our 317 cases of carcinoma of the colon. The symp- 
toms of diverticulitis easily separate this disease 
into two groups, one in which obstruction (slowly 
increasing constipation) predominates, the other 
in which infection is the outstanding feature. Sim- 
ilarly there are two clinical pictures in carcinoma; 
one the obstructive type usually indistinguishable 
from the similar obstruction due to diverticulitis, 
the other type due to loss of blood, giving the pic- 
ture of a marked anemia, frequently without a his- 
tory or passing gross blood. Carcinomas of the 
right half of the colon usually give the second (ane- 
mic) picture, while in the left, or distal half, ob- 
struction is the usual symptom. 

Location of the lesion is of no help as the most 
frequent spot for both carcinoma and diverticulitis 
is in the sigmoid colon, 156 of 317 carcinomas in 
our series being in the sigmoid, the next most fre- 
quent being fifty in the descending colon. 

The appearance of the lesion in the x-ray there- 
fore is by far the most valuable point for differen- 
tiating these two lesions. There is one important 
point, however, and that is hemorrhage. I have 
never seen bleeding from uncomplicated diverticu- 
litis and from a study of the pathological specimens 
there is no reason to expect bleeding. When it does 
occur in a patient with diverticulitis it may come 
from hemorrhoids, polyps or from an associated car- 
cinoma. Three cases in our series had both di- 
verticulitis and carcinoma. 

Finally let me congratulate Dr. Golden on his 
excellent presentation. This section is fortunate in 
having had such an instructive paper presented 
before its members. I hope the surgeon who fol- 
lows me in the discussion will take up the treat- 


ment of these two diseases and complete the picture. 


CHAIRMAN BLaAcKetT: Dr. Richard B. Cattell, of 
Boston, will now continue the discussion. 


Dr. Catrett: Mr. Chairman and Members of the 


"| Section—It seems best to limit my discussion to the 


surgical aspects of this problem. I think there is 
general agreement that the differentiation of diver- 


.| ticulitis and carcinoma of the colon at operation is 


extremely difficult. Most surgeons have had this 


experience of being unable to differentiate the two 


conditions. I think the situation is similar in deal- 
ing with gastric lesions. It is difficult for the sur- 
geon to decide between a calloused gastric ulcer and 
carcinoma of the stomach, even with the lesion ex- 


-| posed, whereas if he has the aid of the roentgenolo- 


gist and gastroenterologist, he will have more ac- 
curate information before operation. If the -differ- 
entiation as pointed out by Dr. Golden is possible 
roentgenologically, in this situation, then the man- 
rr of diverticulitis should be considerably sim- 

I should like to emphasize the value of the “dou- 
ble contrast” enema in the differentiation of these 
lesions. By its use one can best demonstrate di- 
verticulosis; although it is of no value in diverticu- 
litis. It also enables the visualization of single or 
multiple polypi of the colon. It is particularly im- 


portant to recognize these early since they are the 
precursors of malignancy. The characteristic bal- 
looning out of the colon above the lesion by the 
barium meal or below the lesion with the barium 
enema is quite important, and has been described by 
Webber as a partial intussusception of the normal 
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bowel over the lesion. The reason for this was 
clearly shown in the specimens of Dr. Golden. 

I should like to ask Dr. Golden how they demon- 
strated the mucosal folds so clearly in those speci- 
mens. They must have injected the specimen with 
some fluid and fixed it in that condition. 

In a series of 360 cases of cancer of the colon 
and rectum that we have operated upon at the Lahey 
Clinic, 75 per cent were located in the sigmoid or 
rectum. This shows the importance of preliminary 
examination before the roentgenologist sees them. 
Digital examination and sigmoidoscopic examina- 
tion will demonstrate most of the lesions in this 
area. Certainly if one can see the lesions through a 
sigmoidoscope, I believe a positive diagnosis of ma- 
lignancy can be made. The sigmoidoscopic exam- 
ination in our experience is of little value in di- 
verticulitis, and of no value whatsoever in divertic- 
ulosis 


I am not quite in agreement with Dr. Golden in 
regard to these right-sided lesions. In a considera- 
ble number of cases of lesions in the right bowel, 
we have not seen a solitary diverticulum of the 
right bowel where others were not present in the 
lower bowel. While this case was very interesting, 
I feel that it must be quite rare to have a solitary 
diverticulum in the right bowel. I think that most 
of the lesions that one discovers in the right bowel, 
excluding tuberculosis, must be considered and 
treated as malignant lesions. 


There is one other condition I should like to men- 
tion. We have encountered six patients with en- 
dometriosis of the bowel, producing a bowel ob- 
struction. This bowel obstruction can be shown by 
sigmoidoscopic examination or by barium enema, 
and these cases may be confused with carcinoma of 
the bowel or diverticulitis. The barium enema is 
of little benefit in differentiating these conditions, 
but they can be differentiated clinically. There is 
no ulceration of the mucosa on sigmoidoscopic ex- 
amination, the symptoms are aggravated during 
menstruation, and there are usually abnormal pelvic 
findings. 

The simplest surgical procedure that one can 
do with diverticulitis is peritoneal drainage of an 
abscess. This may be necessary if there is a con- 
tinuation of fever and abdominal pain. More often 
there is the picture described in one of Dr. Golden’s 
cases, where the entire mesentery is brawny and 
thick, and to attempt to puncture that is danger- 
ous, and may result in peritonitis. Operative inter- 
ference in these cases is inadvisable. 

The second procedure is drainage of the bowel 
above the area of the diverticulitis. Since most 
of these are located in the large bowel, colostomy 
is indicated in the presence of definite obstruction, 
and in most cases a very satisfactory colostomy 
can be done in the descending colon. If there is 
no obstruction these patients are better treated by 
medical means. 

I am sure every surgeon doing much general sur- 
gery has had the experience of operating upon a 
case of apparently hopeless malignancy of the lower 
bowel, doing a colostomy because of being unable 
to resect the lesion, only to have the patient go along 
indefinitely in good condition. These are unques- 
tionably cases of diverticulitis which could not be 
recognized by the surgeon. 

The third procedure which we employ in diver- 
ticulitis, and one which we feel in selected cases 
is very valuable, is resection of the involved bowel. 
Resection in these cases will result in a high oper- 
ative mortality unless they are handled conserva- 
tively. The operative procedure should be performed 
in two stages. The first stage should be a prelim- 
inary colostomy to permit the subsidence of the 


acute process while the second stage or resection 
should be delayed for at least three months. If the 
diverticulitis is in the rectosigmoid a permanent 
colostomy will be necessary. If it is in the sigmoid 
or colon above this point we recommend the same 
type of operation that Dr. Golden mentioned, resec- 
tion by the Mikulicz method. 

Lastly, I should like to emphasize the point that 
all of us who are seeing these cases, particularly 
the men who see them first in general practice, 
should give the roentgenologist a chance to demon- 
strate and differentiate these lesions. Certainly more 
barium enemas and more x-ray studies should and 
will be done, which will result in negative findings 
a great many times, to be sure, but this is worth 
while because an earlier diagnosis of malignancy 
of the bowel will be made which is of the greatest 
importance. 


CHAIRMAN Btackett: Dr. Philip H. Cook of 
Worcester will now discuss the paper. 


Dr. Coox: When Dr. Golden and two such able 
discussants as these have finished with a subject, 
little remains for the gleaners. 

In my experience, the coincidental occurrence of 
diverticulitis and carcinoma has been rare. In re- 
viewing something over 100 cases of both diseases 
taken from the records of the Worcester City Hos- 
pital, one only has been found. 

In this man of sixty-one (slide) with a typical 
carcinoma at the rectosigmoid juncture, a single 
diverticulum was found at the proximal end of the 
filling defect, and the possibility of a degenerated 
diverticular segment mentioned in the Roentgen re- 
port. An adenocarcinoma was found at operation, 
and neither surgeon nor pathologist noted any di- 
verticula. Incidentally, the patient is still alive and 
working daily five years after operation. 

But I should like to call attention to another pos- 
sible complication. Despite the statement of some 
good authorities that a certain percentage of diver- 
ticula bleed, I have always found my consultants 
worried and sceptical when a diagnosis of uncom- 
plicated diverticulitis was made in such cases. Until 
recently, especially until the introduction of the 
double contrast enema, I had regarded polyposis as 
a very rare condition. Two recent experiences have 
convinced me to the contrary. 

The first case (slide) was a man of fifty-six, 
weighing 220 pounds, who for two years had passed 
some bright blood, thought to be due to hemor- 
rhoids. The bowels were usually regular. Two 
weeks ago he had an attack of pain in the R.L.Q. with 
nausea and T. 99.6°. The family physician diag- 
nosed appendicitis. Soon after, however, he began 
having mushy stools containing blood, and a proc- 
toscopic examination was advised. This showed 
anal and rectal membranes normal: there was some 
difficulty in getting into the sigmoid, thought to be 
due to spasm. The rectal ampulla, however, con- 
tained blood and mucus, and an opaque enema was 
done. This film after evacuation shows a typical 
group of diverticula far over on the right, originat- 
ing from a very long, redundant pelvic loop which 
reached the level of the third vertebra. The local- 
ized tenderness over it accounted for the diagnosis 
of appendicitis, and showed, as Dr. Golden so well 
brought out, that the symptoms of diverticulitis are 
not always on the left. We thought the diagnosis 
was settled, but he continued to bleed, and after 
another proctoscopic examination had shown blood 
coming down from above, along with mucus, an- 
other Roentgen examination disclosed a polyp. 
These films are unfortunately not in my file at 
present. 

The second case (slide) was a very obese woman 
of seventy, who five weeks ago began having vague 
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ing inside”. Her bowels had been habitually con-| Presbyterian Hospital, to inject the specimen with, 


stipated; no diarrhea. She began to have nausea 
and vomiting, and for two weeks before examina- 
tion had retained practically nothing, resulting in 
considerable loss of weight. Examination showed a 
palpable mass “size of large melon” on the left side 
of the abdomen. An opaque enema filled first a 
dilated rectal ampulla and then proceeded rapidly 
through a redundant pelvic loop which reached the 
third vertebra. No filling defects shown up to this 
point. The remainder of the gut filled more slowly. 
The distal transverse colon did not fill completely 
but gave the impression of spasm rather than actual 
filling defect. The region of the splenic flexure and 
descending colon showed diverticula up to 5 mm. 
diameter. 

After evacuation, the diverticula are still shown. 
In the descending colon are several vacuoles up to 
5 mm. diameter; similar appearances are seen in the 
sigmoid. Near the centre of the descending colon 
is a spastic segment. This indicates polyposis as 
well as diverticulitis. 

So the thought I should like to leave with you 
is this: in the presence of an apparent diverticuli- 
tis which has a history of bleeding, do not stop the 
examination till by contrast enema or otherwise you 
have excluded the presence of polyps. 


Dr. Gotpen: We have found the indications for 
the double contrast enema to be relatively limited. 
This procedure has not been of any help to us in 
the diagnosis of diverticulitis thus far. When the 
intestine is so irritable, the air does not seem to 
stay in the region where it is most needed. There- 
fore, in my experience, it has not helped very much 
in showing up the area involved by the inflamma- 
tion. I am very glad that Dr. Cattell and Dr. Cook 
brought up the question of polypi. In such cases 
the double contrast enema is of great importance. 
As yet I have not encountered a case of diverticu- 
litis associated with a polyp. I can readily see 
how important the demonstration of those small 
tumors would be in the explanation of bleeding. Dr. 
Cattell said something about the pathological speci- 
mens. It is the custom of Dr. A. P. Stout, head 


as well as to immerse it in, a bath of fixing fluid 
before it is opened. In that way it is thoroughly 
fixed intact as it comes from the surgeon. I think 
that explains why the mucosal contours showed up 
so distinctly on the slides. It is very rare to have 
a solitary diverticulum on the right side. We have 
had about three or four cases, including one man of 
thirty-three years of age, in whom right-sided pain 
was explained on the basis of diverticulitis. I have 
not seen endometriosis of the large intestine. We 
have had one case of partial obstruction of the 
small intostine due to that condition. As has been 
mentioned in this discussion, our surgeons, like 
others, do not care to resect for diverticulitis; that 
is why the differentiation of this condition and car- 
cinoma is of so much importance. In conclusion, I 
wish to thank very much the gentlemen who have 
been so kind in this discussion. 


CHAIRMAN BLACKEeTT: May I call for the report 
of the nominating committee, at this time? 


Dr. O’Brien: The Committee is pleased to report 
the following names for officers of this section for 
next year: Dr. Franklin P. Lowry, of Newton, for 
Chairman; and Dr. Philip H. Cook, of Worcester, 
for Secretary. 


CHAIRMAN BLaAcKetr: You have heard this report, 
gentlemen, what is your pleasure? It is moved and 
seconded that the report be accepted, and that Dr. 
Franklin P. Lowry, of Newton, and Dr. Philip H. 
Cook, of Worcester, be Chairman and Secretary re- 
spectively for this section next year. All in favor 
please say “Aye”. Those opposed? It is a vote. 


An extemporaneous discussion of “Physical Ther- 
apy in the Treatment of Athletic Injuries” by Dr. 
Thomas K. Richards, of Boston, completed the ex- 
ercises. (This was not submitted for 
publication.) 


(The meeting adjourned at 5:40 P.M.) 


THE RESEARCH LABORATORY OF THE 
SARATOGA SPA 


A notable company of physicians and men and 
women in public life gathered at Saratoga Springs, 
New York, on the afternoon of September 14 to wit- 
ness the laying of the corner stone of the new Re- 
search Laboratory of the Saratoga Spa. Governor 
Herbert H. Lehman, who presided at the ceremo- 
nies, gave the laboratory the name of Dr. Simon 
Baruch, a pioneer in hydrotherapy in this country 
and professor of hydrotherapy at the College of 
Physicians and Surgeons for many years. The 
Saratoga cardiac therapy was based upon studies of 
European spas and long clinical experiment by Dr. 
Baruch. Dr. Herman B. Baruch, of New York, his 
son, laid the stone. 

Dr. John Wyckoff, Dean of New York University- 


Bellevue Medical College, was the orator of the day. 
He stressed “the purpose and the value of an es- 
tablishment such as is being developed in Saratoga, 
in its relation to chronic illness. In explaining the 
ownership of the enterprise Dr. Wyckoff stated: 
“We have... in these waters a therapeutic instru- 
ment which if properly used may be of great benefit 
to our people. That it may be available for proper 
use depends upon three groups of individuals: the 
owners, who, I am happy to say, are the State; the 
community which has grown around the springs, 
namely, the people of the country and city of Sara- 
toga; and the medical profession.” 

Pierrepont B. Noyes, of Oneida, New York, is 
chairman of the Saratoga Springs Commission. Its 
medical members are Dr. Carl R. Comstock, of Sara- 
toga Springs, and Dr. L. Whittington Gorham, of 
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AURICULAR FIBRILLATION AND FLUTTER WITHOUT 
EVIDENCE OF ORGANIC HEART DISEASE* 


BY RICHARD D. FRIEDLANDER, M. D., f AND SAMUEL A. LEVINE, I. p. f 


HE occurrence of auricular fibrillation in the 
absence of other signs of cardiac disease is 
generally recognized at the present time. At- 
tacks of auricular fibrillation of extracardiac 
origin, particularly the paroxysmal type, have 
been variously ascribed to exertion, excitement, 
nervous tension, gall-bladder colic, peptic ulcer 
pain, various infectious and toxic conditions and 
operative procedures, yet in many cases the in- 
citing factor has not been elicited. Parkinson 
and Campbell! in a study of 200 cases of parox- 
ysmal auricular fibrillation reported 6 per cent, 
in which the etiological agent was infectious or 
toxic and 9 per cent in which there was no ap- 
parent cause. Their survey of the literature in- 
cluded 122 cases, 20 per cent of which were 
due to infectious or toxic agents and 10 per 
cent in which the cause could not be ascer- 
tained. Fowler and Baldridge’? have described 
ten cases of auricular fibrillation due to various 
noncardiac causes, three of which were perma- 
nent and seven paro In an analysis of 
220 cases of auricular fibrillation due to various 
causes Mohler and Lintgen“ reported fourteen 
or about 6.5 per cent for which there was no 
apparent exciting factor. 
the years 1919 and 1933 one of us 
(S. A. L.) has seen in private practice 462 pa- 
tients with auricular fibrillation and twenty cases 
of auricular flutter. Of these there were thirty- 
one (6.4 per cent) with auricular fibrillation 
and four ( 20 per cent) with flutter in whom 
no other signs of cardiac disease were demon- 
strable and in whom rheumatic heart disease, 
coronary artery disease, hypertension, hyper- 
thyroidism and syphilis could not be considered 
contributory. In addition to these, four such 
eases of auricular fibrillation were obtained from 
the records of the Peter Bent Brigham Hospital. 
Seventeen (43.6 per cent) of these individuals 
were over fifty years of age at the time of their 
first examination, yet they showed no evidences 
of myocardial disease or marked arteriosclerosis. 
The results of pathologic studies by Tater“ 
showed that coronary artery sclerosis, chronic 
adhesive pericarditis and syphilis were unusual 
sourees of auricular fibrillation and that this 
arrhythmia was more frequently encountered in 
chronic endocarditis, exophthalmic and adeno- 
matous goitre and in hypertension. Following 
a careful analysis of the autopsy records of 119 
oe the Medical Clinic of the Peter Bent Brigham Hospital, 
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patients, in the Peter Bent Brigham Hospital, 
who had auricular fibrillation and nonvalvular 
heart disease, Brown“ has recently come to the 
conclusion that in this group of cases, auricular 
fibrillation was more frequently associated with 
hypertension than with coronary artery disease. 
This is indirect evidence that even the older 
eases in this study were not suffering from un- 
recognized coronary artery disease. In this same 
study Brown discovered a group of fifteen cases 
of auriculgr fibrillation in which there was 
neither clinical nor pathological evidence of car- 
diac disease. This offers very convincing proof 
that this arrhythmia can occur in otherwise nor- 
mal hearts. The following study is a review 
of living patients of this type. 

The thirty-five cases with auricular fibrilla- 
tion were divided into two groups, paroxysmal 
and permanent. In thirteen the attacks of fibril- 
lation were less than seven days in duration 
and in twenty-two the arrhythmia was of longer 
duration. The former were arbitrarily classi- 
fied as transient or paroxysmal, the latter as the 
permanent type. Because of the fact that 
auricular fibrillation once started tends to per- 
sist, it was assumed that any attack lasting more 
than a week would not be likely to cease spon- 
taneously. 


CASES OF TRANSIENT AURICULAR FIBRILLATION 


There were thirteen individuals with transient 
auricular fibrillation (table 1). Eleven were 
males and two were females. Eight were less 
than fifty years of age when examined (average 
age thirty-six years). The average age at the 
onset of attacks was thirty-two. The average 
age of those over fifty was fifty-six; the average 
age at the onset of attacks was fifty-two years. 

The inciting factor in five was exertion, al- 
cohol in two, indigestion i in two, attacks occurred 
following meals in another and the cause was. 
not elicited in the remaining four. Although ~ 
angina pectoris was suspected in one of the 
latter (case No. 13), a woman sixty-four years 
of age, it could not be verified. It is known that 

pain can result from paroxysmal rapid 
heart action in an otherwise normal heart 
(Wolff*) and one of our cases had such a com- 
plaint. 

Cardiac examination was entirely negative in 
all. Electrocardiography confirmed the clinical 
findings of auricular fibrillation in eight, the 
tracings were normal in four, none having been 
obtained during attacks and in one no record 
Roentgenograms were taken in 
only one patient of this group (case No. 5), 
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who had been subject to transient attacks over 
a period of four years and was fibrillating at 
the time. The findings were negative except 
for the irregularity of the heart beat as seen 
in fluoroscopy and very slight cardiac enlarge- 
ment. The average of the blood pressure deter- 
minations for the group was 125 mm. Hg. sys- 
tolic and 80 mm. diastolic. The average read- 
ing for the vital capacities obtained in ten of 
these patients was 3430 ce., which we regarded 
as essentially normal. Basal metabolic tests 
were obtained in six of these cases. The aver- 
age of these determinations was minus 4 per 
cent. The laboratory findings were entirely neg- 


Spontaneous reversion to normal rhythm oc- 
curred in all of these patients at one time or 
another, hence the effect of medication remains 
equivocal Five received medication as fol- 
lows: two two quinidine and one both 
digitalis and quinidine; the average duration of 
attacks in these individuals being eighteen hours. 
The average duration in those reverting to nor- 
mal rhythm without treatment was sixty-one 
hours. It is likely that medication tended to 
abbreviate the duration of the irregularity. 


CASES OF PERMANENT AURICULAR FIBRILLATION 


There were twenty-two individuals with 
manent auricular fibrillation (table 2); one 
female and twenty-one males. It is curious to 
note that there were so few females in both 
types of cases. In fact there were only three in 
the whole series of thirty-five patients. This 
striking sex discrepancy has been commented on 
by Parkinson and Campbell! in their group of 
eases of paroxysmal fibrillation with no discern- 
ible cause. Fourteen were less than fifty years 
old when examined (average age forty-seven 
years). The average age at the onset of the at- 
tack or attacks was thirty-four. The average 
age of the eight cases over fifty was fifty-five 
and the average age at onset was ; 

It was difficult to ascribe the onset of auricu- 
lar fibrillation to any specific cause in most cases 
and even when there appeared to be some pre- 
cipitating factor the exact causal relation was 
still doubtful. It seemed to be exertion in two, 
acute upper respiratory infections in two, vom- 
iting in one, alcohol in one, and no ascribable 
cause in the remaining sixteen. 

It must be kept in mind that just as any 
paroxysmal rapid heart action may be accom- 
panied by anginal pain so may some resemble 
coronary thrombosis (Sproull’) because there 
may be prolonged pain, fever, leucocytosis and 
a drop in blood pressure. One of the series 
(case No. 28) was regarded by his physician as 
having coronary thrombosis because of this con- 
fusion. 

Cardiac examination was negative in each 
case. Eleetrocardiograms showed auricular 
fibrillation in all except one, in which a normal 


tracing was obtained after the restoration of 
normal rhythm. Roentgenograms were obtained 
in nine of these patients. In three the x-ray 
examination was made shortly after the onset 
of fibrillation, one month after the onset in one, 
four years after the onset in four, and in an- 
other fourteen years after the onset. In only 
one case, where the irregularity had already per- 
sisted four years, was there any enlargement 
of the heart. Even after fourteen years of 
auricular fibrillation one of these cases failed 
to show any enlargement. 

The average figures for the blood pressures 
were 118 mm. Hg. systolic and 79 mm. dias- 
tolic. For the age groups in which these cases 
belong these figures are distinctly below the 
average. The average reading for the vital 
capacity in twenty of the patients was 3692 cc., 
which is well within the normal range. Labora- 
tory findings otherwise were negative for the 
whole group. 

Basal metabolic tests were obtained in all but 
four of this group. The average determination 
was minus 2 per cent. In three patients the 
possibility of thyroid dysfunction was consid- 
ered but could not be substantiated by the basal 
metabolic rate, nor by subsequent clinical ob- 
servation. Due consideration was given to the 


per-| fact that hyperthyroid heart disease may exist 


with a normal metabolism and that the thyroid 
may produce changes or injury to the heart 
(Morris*, Wilson®, Coller’®: 11), that are not re- 
flected in alterations of metabolism. One pa- 
tient (case No. 14) was slightly nervous, the 
skin was slightly hyperemic and the appetite 
somewhat increased; the basal metabolic rate, 
however, was minus 6 per cent. Another pa- 
tient (case No. 16) exhibited a fine tremor of 
the fingers; the basal metabolic rate was minus 
2 per cent. A third (case No. 31) presented a 
palpable cyst of the thyroid gland and a fine 
tremor of the extended fingers; the basal met- 
abolism was minus 1 per cent. Although in 
none of this entire series was a clinical diagnosis 
of hyperthyroidism made, in many the appear- 
ance of the skin and the general behavior of the 
patients resembled what is seen in hyperthy- 
roi 

With regard to treatment five patients re- 
ceived no medication whatever. They contin- 
ued in comparative good health despite the ir- 
regularity. Of the seventeen who were treated, 
eleven reverted to normal rhythm. Fibrillation 
ceased in seven of these after quinidine therapy 
alone, three after digitalis followed by quini- 
dine and one during digitalis alone. This last 


ease had previously had short periods of tran- 
sient fibrillation, but the last attack, which was 
considered permanent because it persisted for 
eight days, ceased during administration of digi- 
talis; it might have stopped without it. Of the 
remaining six cases unaffected by treatment, 
two received digitalis followed by quinidine, 
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four digitalis alone. In general it may be said 
that when auricular fibrillation has persisted 
over a week it will rarely stop as a result of 
digitalis, whereas quinidine will generally re- 
store normal rhythm 

The average duration of fibrillation in those 
patients restored to a regular rhythm by medi- 
cation was 9.4 months, 6.2 years in those un- 
affected by treatment and 10.4 years in those un- 
treated. These figures indicate that quinidine 
exerted a definite effect toward shortening the 
duration of the arrhythmia, for, had quinidine 
not been given, the auricular fibrillation which 
had already lasted many months, would have 
continued indefinitely. 

White states that auricular fibrillation may 
produce little or no discomfort or disability, if 
there is no important heart disease and if the 
heart rate is kept reasonably slow by constant 
digitalis or by organic heart-block without drugs. 
We feel that one case (case No. 22) is worthy 
of comment here, in that this patient, who had 
never received medication, was known to have 
had persistent auricular fibrillation for thirty- 
one years without incapacitating him, whatso- 
ever, until five years prior to his death, when 
he developed a left homonymous hemianopsia, 
undoubtedly due to cerebral embolism. His 
death occurred suddenly at the age of fifty-two 
probably the result of further embolic phe. 
nomena; autopsy findings were not available. 


CASES OF AURICULAR FLUTTER 

Customarily considered as indicative of seri- 
ous heart disease, auricular flutter has been re- 
ported occurring in individuals with otherwise 
healthy hearts (Parkinson and Bedford", 
Sprague and White“). As a benign arrhythmia 
it is probably more frequently paroxysmal than 
permanent and considerably more rare than 
auricular fibrillation. In these instances the in- 
citing factors may be similar to those provoca- 
tive of auricular fibrillation. The following four 
eases are cited as further examples of this con- 
dition due to extracardiae influences (table 3). 


tion. Here again one might raise the question 
as to the presence of coronary artery sclerosis 
in the older individuals, but clinically there 
was nothing to indicate its presence. 

The precipitating factor in two patients was 
exertion, pneumonia in one, and unknown in 
the other. Cardiac examinations were negative, 
clinically, but roentgenographie examinations 
were not available. The average blood pressure 
was 115 mm. Hg. systolic and 70 mm. diastolic; 
the average vital capacity was 3200 ce. Elec- 
trocardiographic examinations were obtained on 
all patients during auricular flutter. Two ex- 
hibited a 4 to 1 block; the other two, a 2 to 1 
block. Basal metabolic determinations were not 
obtained. 

One patient reverted to normal rhythm fol- 
lowing the administration of digitalis after a 
duration of three days without further attacks. 
Another, subject to paroxysmal attacks lasting 
several days over a period of four years, de- 
veloped an attack lasting several months, which 
ceased after the administration of large doses 
of quinidine. Another developed flutter of 
twelve days’ duration during lobar pneumonia 
and reverted to a normal rhythm with digitalis. 
The fourth patient was known to have had flut- 
ter persisting over a period of four years, no 
„treatment having been instituted. The 
ence with these few cases is in accord with the 
more extensive experience with auricular flutter 
associated with organic heart disease, in that 
digitalis alone is frequently effective in restor- 
ing a normal rhythm, whereas it is very rarely 
effective in persistent auricular fibrillation. 


COMMENT 

Pathologic studies of hearts subject to auricu- 
lar fibrillation and flutter have shown no gross 
or microscopic lesions common to all or that 
might differentiate them and the hearts of non- 
fibrillators (Vater“, Frothingham!“). Hence it 
would seem that a disturbance such as transient 
fibrillation does not necessarily require organic 
or structural changes for its precipitation. The 


* 


TABLE 3 
CASES OF AURICULAR FLUTTER 
Case Sex Age Duration Medication Vital Blood 
of Attack Capacity 
36 M 38 Paroxysmal for 4 years, then OCeased on quinidine. 3800 cc. 110/80 
persistent for 4 months. 
37 M 61 Paroxysmal for 3 days. Ceased on digitalis. 3000 cc. 130/70 
38 M 64 Persistent for 4 years. Persisted, no treatment. 2700 ec. 145/75 
39 M 66 Persistent for 12+ days. Ceased on digitalis. — 100/70 


All of the patients were males, three of whom 
were over sixty years of age, the other was 
thirty-eight years old. Other evidence of heart 
disease was not demonstrable, employing the 
same criteria as in the patients with fibrilla-| ger 


conception that this condition is essentially 
functional is not a new one, yet its rather fre- 
quent occurrence supports the belief that the 
underlying mechanism is the result of a ‘‘trig- 

”? phenomenon of neurogenic origin in many 


* 
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TABLE 2 


CASES OF PERMANENT FIBRILLATION 


persisted on digitalis. 


Factors ere Capacity Pressure Metabolic 
Onset Attacks Known to Occur Rate 
14 M 23 Exertion. 10 years 10 years Auricular fibrillation 4300 cc. 118/80 —6.1% 
persisted. No treatment. 
15 M 22 Alcohol 10 years Auricular fibrillation 4200 cc. 110/80 —12.2% 
on treatment ceased on quinidine. 
16 M 21 No ascribable Transient for 12 years Auricular fibrillation 3600 cc. 130/85 —2% 
cause. first 3 years— spontaneously at 
last attack first, later persisted on 
4 months digitalis and quinidine. 
17 M 20 32 No ascribable 9 years 9 years Auricular fibrillation 4400 ce. 120/85 —14% 
cause. persisted on digitalis. — 
18 M 33 Acute upper 3 years 3 years Quinidine produced 3700 cc. 110/80 +3% 
; respi flutter, then regular 
infection. rhythm 
19 M 48 44 No ascribable 2 years 2 years Auricular fibrillation 3200 cc. 120/70 —13% 
cause. persisted on digitalis 
and quinidine. 
20 M Not No ascribable 4 years + Auricular fibrillation 4300 cc. 102/86 —8% 
known cause. . 7 months ceased on quinidine. ; 
21 M 46 No ascribable 3 months 3 months Auricular fibrillation 3000 cc. 125/90 — 6.3% 
i cause. ceased on quinidine. 
22 M 21 47 No ascribable 31 years 31 years Auricular fibrillation 3950 cc. 118/90 —12.5% 
cause. : persisted. No treatment. 
23 M Not 47 No ascribable 1-2 years 1-2 years Auricular fibrillation 2400 cc. 120/70 —6% 
known cause. | ceased on quinidine. 
24 F 48 4 Influenza. 2-3 months 2-3 months Auricular fibrillation — 125/85 +10% 
ceased on quinidine. 
28 M 44 47 No ascribable 3 years 3 years Auricular fibrillation 4200 cc. 120/80 — 
. cause. persisted. No treatment. 
26 M 33 33 No ascribable 5 months 1% years Auricular fibrillation — 120/70 —5 9 
cause. ceased on quinidine. 
27 M 34 48 No ascribable 14 years 14 years Auricular fibrillation 4300 cc. 120/65 —1% 
cause. persisted on digitalis. 
28 M. 50 50 Exert ion 7 days 7 days Auricular fibrillation 3000 cc. 115/85 —17% 
ceased on quinidine. 
29 M Not 51 No ascribable 2 years + 2 years + Auricular fibrillation — 125/80 — 
cause. ceased on quinidine. 
? 49 
30 M 54 54 Vomiting— 8 days + 4 years Auricular fibrillation 4100 cc. 105/70 —8.5% 
“catching ceased on digitalis. 
sensation” 
in epigastrium 
first attack. 
58 No ascribable 0 years + 10 years + Auricular fibrillation 2000 cc. 110/70 —1% 
cause. persisted on digitalis. 
No ascribable 4 years 4 years Auricular fibrillation 4800 cc. 125/80 +8.1% 
— persisted. No treatment. 
No ascribable 4 years 10 years Auricular fibrillation 5000 cc. 148/98 — 
* — persisted. No treatment. 
34 M 47 62 No ascribable 2 weeks 8 years Auricular fibrillation 3800 ec. 115/66 —11% 
cause. ceased on quinidine. 
35 M 64 54 No ascribable 3 years 3 years Auricular fibrillation 2800 cc. 110/70 — 


Case Sex Age Precipitating Duration Period in Whic Medics y Blood : 
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cases. i 
sume that persistent fibrillation may be func- 
tional, and in such circumstances the auricles 
are unable to conquer a habit which has per- 
sisted for too long a time. A condition that 
weil illustrates this trigger phenomenon is 
hyperthyroidism. Here the heart may be funda- 
mentally normal, yet subject to the sudden in- 
ception of transient auricular fibrillation. These 
occurrences may be the result of sudden emo- 
tional upsets. This general conception led 
Rosenblum, Hahn and Levine“ to perform a] sto Lalis, 
series of experiments in which they were able | this drug alone will often be effective in auricu- 
to produce transient auricular fibrillation in hy- lar flutter. Even though it is difficult to judge 
: : tn teats of | the value of medication in transient fibrillation, 
there is some clinical evidence to show that di 
italis occasionally diminishes the frequency of 
such recurrences ( Parkinson and Bedford). 


producing a left homonymous hemianopsia and 
several years later a sudden fatal embolus de- 
veloped. It follows, therefore, that it is prefer- 
able, even in patients who are essentially symp- 

tom-free, for the heart action to be normal than 
in a state of fibrillation. 

The experience in this small group of cases 
is too limited to enable one to draw fixed rules 
for treatment. It is fair to say that perma- 
nent fibrillation will practically never be re- 
stored to normal rhythm by digitalis, whereas 


t of — — in — 
not yet been satisfactorily explained. How- : 
ever, in certain otherwise normal individuals| recur with equal 
it is possible that an inherent susceptibility to —— ere * 2 
functional nervous instability provides a fertile S00" ‘®xes Place, the ventricular rate Nin P 
: : ably be slow and the patient may not be dis- 
field for the propagation and persistence of aber- turbed ch by it. din the other 
rant stimuli, whenever these people are sub- hand 3 por Quinidine, on * 1 
= to a particular inciting factor, i. e., emo- rhythm in von 4 — ve in — — * 
tional strain, acute febrile or toxie disorders. — sone: tion, es- 
An analogy may be drawn here to the occur- pecially in this group without organic heart 
of p tare beats and peroxyamal auricu- disease. This also applies to auricular flutter 
lar tachycardia under similar conditions. In — — has failed. ag 
fact the relation of nerve impulses from the by with 
hypothalamic region to the development of car-| flutter in which the arrhythmia persisted, al- 
diac irregularities has been clearly demonstrated | though the auricular rate was slowed, on increas- 
by 7 ing — until finally * of 2 22 
produ a normal mechanism. nstan 
erg patients = ministration of 0.2 to 0.3 grams quinidine two 
times day may be in pre 
ven recurrences of these 
auricular fibrillation in both types of cases and Finally it must be borne in mind that the 
that the trigger may be related to the] most careful examination is necessary to rule 
adrenal gland. out organic heart disease in these cases before 
regarding them as normal. Basal metabolic 
ven those WI e permanen are o hypert idism. Careful auscultation is nec- 
able to lead a normal esac * — 2 2 — 838388 the presence of mitral stenosis 
with the group here reported. This has at-|and x-ray examination should be employed to 
tributed to the fact that the circulation may | be pire | that there is no cardiac — 4 or 
be a way the] prominence of the auriele. 
heart rate is slow. However, one of our cases| grams should also taken so that otherwise 
has remained well for years without medica-| undetectable evidence of cardiac disease will 
tion although the rate is always rapid. De-|not be overlooked. In other words, because 
spite this, chronic fibrillation without organic | auricular fibrillation is so generally associated 
heart disease must not be dismissed as a con-| with organic disease, all methods that are avail- 
dition unattended by possible harmful compli-| able must be employed before pronouncing the 
cations. Although at the start the heart may | heart normal. 
be normal, the prolonged maintenance of au- 
ricular fibrillation is conducive to thrombus for- 
mation within the auricles, and emboli may be 
introduced into the circulation. Such accidents 
may occur after varying periods of fibrillation 
whether the cardiac rhythm reverts to normal 
or not. One of our cases illustrates such an un- 


SUMMARY AND CONCLUSIONS 


1. An analysis has been made of thirty-five 
eases of auricular fibrillation and four cases 
of auricular flutter in which no other signs 
of cardiac disease were demonstrable and 
in which rheumatic heart disease, coronary ar- 


* 
* 


of all patients with auricular fibrillation and 
20 per cent of all these seen with auricular flut- 
ter during the same number of years in private 
practice. 

2. Of the thirty-five cases of auricular fibril- 
lation, thirteen were classified as transient and 
twenty-two as permanent. Less than half of 
the entire group (43.6 per cent) were over fifty 


3. In those cases with transient auricular | . 
fibrillation, the average at the onset was thirty- 
two years for those under fifty years of age and 
fifty-two years for those over fifty years of age. 
In the cases with permanent auricular fibrilla- 
tion the averages were forty-seven years and 
fifty years for the two age groups. 

4. The blood pressure, basal metabolism, 
vital capacity and laboratory findings were con- 
sidered to be within normal range for the entire 
series. Cardiac examinations were entirely neg- 
ative in all. Roentgenograms were obtained in 
one of the transient cases and in nine of the per- 
manent group and, except for very slight car- 
diac enlargement in one case in each group, were 
considered as negative. 

5. The inciting factor was elicited in nine 
of the patients with transient fibrillation and, 
somewhat less definitely, in six of those in the 
permanent group. Included in these incitants 
in the order of frequency were exertion, gastro- 
intestinal disturbances, alcohol and upper res- 
infections. 

Experiences with treatment in this small 


p. 

All of the patients with auricular flutter 
were males, three of whom were over sixty years 
of age, the other thirty-eight years old. Car- 
diac examinations were negative in all. Pneu- 
monia in one patient and exertion in two of 
the others were the only possible inciting fac- 

dra 
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tery disease, hypertension, hyperthyroidism and | to normal in two of the patients and quinidine 
syphilis could not be considered contributory. | in another. 

cases composed approximately 6 per cent} 8. The has been made that, in 


such cases as these under discussion, the mode 
of onset of the irregularity may be the result 
of a „trigger“ mechanism of neurogenic o 
in certain otherwise normal individuals with 
hyperreactive or unstable nervous systems. This 
mechanism related to that 4 — 
with the onset of similar arrythmias in hyper- 
thyroidism. 

9. This study emphasizes the fact that au- 
rieular fibrillation and flutter must be regarded 
in some cases as benign or functional arrhyth- 
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is known that aberrant or misplaced bits of 

endometrial tissue may occur in the body, 
particularly in the region of the uterus, an 
that their presence following operation may in- 


terfere with wound healing, even giving rise at] th 
Such — 


times to a so-called ‘‘menstrual fistula’’. 
an event is more frequent after an operation 
on the uterus, or on endometrial cysts, when 
bits of endometrial tissue may be left close to 


The following case is one of persistent failure 
to heal on the part of an operative wound used 
solely for the removal of the gall bladder and 
appendix, and without pelvic exploration. This 
wound produced a sanguineous discharge which 
was roughly coincident with menstruation, al- 
though no endometrial tissue could be found on 
biopsy; and after repeated efforts to promote 
healing over a period of two years had been un- 
successful, perfect union occurred promptly fol- 
lowing extirpation of the ovaries. 

i 17- old Italian girl, entered 
— Hospital April 17, 1931. 
Her present illness consisted of a series of attacks 
of epigastric and right upper abdominal pain, which 
she had had during the previous two years. These 
attacks would last from one to four days and were 
associated with nausea and sometimes vomiting. She 
would have to go to bed during them. The most 
recent attack set in four days previous to admis- 
sion and had diminished in severity in the past 
day. She had not been jaundiced. The past his- 
tory showed that she had had measles, bronchitis, 
and pneumonia in early childhood. She had had 
an adenotonsillectomy nine years before. She had 
been admitted to the hospital in November, 1928, 
at the age of fifteen, on account of lower abdominal 
pains, diagnosed at first as appendicitis. Her his- 
tory at that time, however, was that she had had 
no menstrual periods, and after three days in the 


pain, and lasted six to seven days. Her last menses 
began twenty-one days before her present entry. 
Physical examination showed a well-developed and 
nourished young girl complaining of epigastric dis- 
comfort. On general examination her heart and 
lungs were found to be normal and there was noth- 
ing remarkable except for the presence of definite 
tenderness in the epigastrium and right hypo- 
chondrium, which was intensified during an ex- 
acerbation of her attack two days after admission. 
The temperature was 98.6° to 99.4°, pulse 88-110. 
The urine was lemon colored, acid, negative for 
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sugar and albumin, specific gravity 1.010, sediment 
negative. Her hemoglobin was 70 per cent 
white blood count 9,400, with 78 per cent polynu- 
clears. The blood smear was normal and blood 
Meinicke negative. X-rays of the gall-bladder by 

le method showed no gall-bladder 
diagnosis of chronic 


through an upper right rectus- splitting incision. The 
gall-bladder was found to be tense and the wall felt 
somewhat thickened. No stones were felt. 
common duct did 


incident, the cystic duct and artery being ligated 

arately. The wound was then prolonged downward 
a short distance below the umbilicus and a routine 
appendectomy performed. The appendix did not ap- 
pear grossly abnormal. There was no exploration of 
the pelvis. An empty Penrose drain was left, run- 
ning to the stump of the cystic duct, and the wound 
was closed in layers, using continuous No. 1 chromic 
catgut for the peritoneum, interrupted No. 1 chromic 
catgut for the fascia, and interrupted silk for the 
skin, with three silkworm-gut stay sutures. Dr. 
J. Elliott’s pathological report of sections from the 
gall-bladder and appendix is as follows: “Gall-blad- 


Only the mucosal cells in the deeper por- 
tions of the floor can be seen. There is considerable 
thickening of the walls of the blood-vessels, and in 
several areas there is free hemorrhage in the loose 
connective tigsue. Here and there foci of round 
cells are seen, especially in the sub-serosal con- 
nective tissue. Sections of the appendix are not 
remarkable. Diagnosis: Chronic cholecystitis; 
Negative Appendix.” Her postoperative course was 
uneventful. The drain was loosened on the fifth 
day and removed entirely, with the sutures, on the 
eighth day. She was discharged on her seventeenth 
postoperative day with the wound apparently well 
healed except for the site of the drain, from which 
there was still a small amount of serous discharge. 

Five days after discharge she was seen in the 
Out-Patient Department. 
abundant and blood-tinged. 
made for daily dressings by a district nurse, but a 
week later there was marked discharge and a tender 
swelling appeared beside the sinus. The drainage 
continued to such an extent that on June 9th, a 
month after leaving the hospital, she was readmitted. 
Examination of the wound at this time showed ten- 
derness and induration extending over an area 
about an inch and a half in diameter surrounding 
the drainage site and most marked to the left side. 
There were slight redness, swelling, and a mod- 
erate discharge of thin, brownish, rather foul fluid. 
The temperature was 99.4°, white blood count 11,000. 
The reaction was localized, the rest of the wound 
being well healed and the abdomen soft. The pic- 
ture was that of low-grade wound infection. 

On the day following admission, seven weeks after 
her first operation, the wound was reopened, under 
general anesthesia, in its upper portion without 
entering the peritoneal cavity. The swollen area 
appeared to consist of edematous and fibrous fatty 
tissue, a block of which was removed down to the 
fascia without including underlying muscle or over- 
lying skin. No frank pus, foreign body or deep 


\/ 


— 
e. 
On April 22, 1931, operation was performed un- 

der spinal anesthesia, the abdomen being opened 
to or implanted in the wound. It is also known 
that removal or destruction of the ovaries re- 
sults in the cessation of all endometrial activity | bladder was removed from above downward without 

der: There is desquamation of the superficial epi- 

thelium and partial replacement by loose connective 
hospital a bloody vaginal flow appeared. This con- * 
tinued scantily for four days, after which it ceased, 
her pains vanished, and she was discharged with — 
a diagnosis of “premenstrual congestion”. Ever 
since, her periods had occurred at regular monthly 
intervals, with an undue amount of premenstrual 
of authors see This Week's Issue,” page 642. 
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sinus tract was found, the fascia appearing firm and 
well healed. The wound was left open and packed 
each day thereafter with gauze soaked in dichlor- 
amine-T, the skin edges being protected with sterile 
petrolatum. For about ten days it seemed to be 
healing. Healthy granulations appeared and the 
area began to close in. At the end of this time, 
however, there was a pronounced change for the 
worse. The foul discharge returned, the granula- 
tions became friable and took on a soiled brown ap- 
pearance, the new skin melted away at the edges, 
induration reappeared in the surrounding tissue, and 
the patient complained of wound pain. 

On July 17, 1931, twelve weeks after the cholecys- 
tectomy, operation was again performed. A sinus 
tract had appeared in the base of the wound and 
was found to lead through the fascia to the thick- 
ened peritoneum, above which it radiated laterally 
in several directions. All these ramifications were 
carefully dissected out to clean fresh tissue. The 
sinus did not penetrate the peritoneum itself. The 
wound was packed open with dry gauze, silkworm- 
gut sutures being placed but not tied. This time 
the normal process of healing seemed to be in ef- 
fect for almost three weeks, after which there was 
again regression to an indolent state with abun- 
dant intermittent discharge. The open area advanced 
from the upper portion of the original incision to 
involve two-thirds of its whole length, with a maxi- 
mum width of one and a half inches and depth of 
one-half to three-quarters of an inch, showing some 
healing in the upper portion. 

In the course of the ensuing five months, sec- 
tions were taken from different parts of the wound 
on four occasions in a search for aberrant endome- 
trium, unusual bacteria, or any tissue change that 
might account for the failure to heal. Pathological 
study of all eections, however, showed only the cel- 
lular infiltration and other characteristics of chronic 
inflammation. Cultures, some made with anerobic 
technic, yielded staphylococcus albus and aureus, 
or showed no growth. A variety of local dressings 
were employed, including tincture of metaphen, twice 
daily for two weeks; 2 per cent copper sulphate in 
the same manner; tincture of myrrh; iodoform; 
bacteriophage solution and plain dry dressings. She 
also received a course of potassium iodide, as well 
as viosterol by mouth and a liberal general and 
local exposure to ultraviolet rays, all without ap- 
preciable effect. The wound would, at irregular in- 
tervals, develop more marked induration and sore- 
ness with increase of discharge, often associated 
with elevation of temperature and tenderness of 
the breasts. These symptoms would persist for a 
few days and then subside. At this time no defi- 
nite relationship with menstruation had been noted. 
The patient, perhaps naturally, became quite neu- 
rotic. She would be unable to eat for one or two 
days, and at one time hiccoughed almost constantly 
for four days, so that resort was had to venoclysis 
and hypodermoclysis. At other times her condition 
was satisfactory and she was ambulatory. 


By December, 1931, with persistent failure of the 
wound to show progress toward healing, it was de- 
cided to try another débridement. The desirabil- 
ity of entering and exploring the peritoneal cavity 
was considered and the idea finally abandoned. The 
possibility of some foreign body being present had 
been a source of worry, but after weighing the dan- 
ger of exposing the peritoneum to infection, a de- 
cision in favor of conservatism was made. Accord- 
ingly, on December 28, 1931, nine months after her 
first operation, another excision of the wound was 
performed, under avertin-gas-oxygen-ether anesthe- 
sia. At this time it was one and a half inches long 
and one-half inch wide, with a base composed of 


unhealthy granulations. Several tracts ran later- 
ally and downward into the fat. These tracts were 
carefully excised, using the actual cautery, and the 
granulation tissue was curetted down to a firm 
fibrous base. During this process the peritoneal 
cavity was opened at the upper angle of the wound. 
The opening, about one-half inch in length, was 
closed with a mattress stitch. All of the raw sur- 
faces were then carefully cauterized with the actual 
cautery and the wound lightly packed with moist 
gauze after irrigation with hydrogen peroxide. 
Finally the patient was given a transfusion of whole 
blood. Her postoperative convalescence was un- 
eventful except for her usual nausea and inability 
to take fluids. This was offset by intravenous in- 
fusions of dextrose and saline. Dressings of dichlor- 
amine-T were begun, the skin edges being pro- 
tected with zinc oxide ointment. 

Two weeks later the patient was again out of 
bed. The wound appeared to be closing in, although 
the granulations failed to assume the usual healthy 
pink color. During the next three months, again 
various methods of local and general treatment 
were employed. No progress having been made 
with dichloramine-T, balsam of Peru was tried. She 
also received three intravenous injections of 0.45 
Gm. of salvarsan at three-day intervals, although 
her blood Meinicke had been twice negative. She 
was given long daily exposures to sunlight when 
the weather permitted. However, the granulations 
remained gray and lifeless and on an average of 
once a week gave off a profuse bloody serous dis- 
charge having the odor of menstrual fluid. This 
would continue for a few days at a time, being ac- 
companied by low fever, localized pain about the 
wound, nausea and vomiting. On March lith and 
23rd superficial x-ray treatments of three minutes 
each were given locally in the hope of stimulating 
the healing process. 

By the first of July, 1932, fourteen months after 
the first operation, a wound two and a quarter by 
one inch persisted. The deepest portion, about 
three-quarters of an inch in depth, was near the 
lower angle and a sinus existed in the left upper 
portion. There was little constitutional improve- 
ment although the patient remained in good flesh. 
At this time under anesthesia a probe was intro- 
duced into the sinus leading off to the left. This 
was laid open with a cautery and appeared to have 
a clean base. The remainder of the wound was 
then thoroughly curetted down to solid scar tissue 
and the actual cautery applied throughout. Another 
blood transfusion was given. Balsam of Peru was 
continued and finally abandoned as the wound again 
failed to assume a healthy appearance. At varying 
intervals there was a copious discharge of serum 
and bright red blood. This manifestation became 
more frequent and the possibility that the patient 
was tampering with her own wound was considered. 
A wire caging was placed over it and firmly strapped 
down. The entire wound assumed a brownish-gray 
color, and although there was no evidence of its 
increase in size, healing was practically at a stand- 
still. Beginning early in August, 1932, frequent 
light cauterization was resorted to, at first daily 
and later twice a week. Under this treatment the 
wound closed in with very dense scar tissue until 
by November, 1932, the area remaining unhealed 
resembled an ulcer one and a half inches in cir- 
cumference and about three-quarters of an inch deep. 
The granulations were still gray and lifeless and 
no progress could be made beyond this point. Co- 


incident with each exacerbation of the discharge, the 
healed edges would appear to melt away, while be- 
tween times attempts would be made to fill in the 
lost ground. A slight but more definite febrile re- 
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action was present and the patient’s morale became 


8 932, it had been ob- 
the middl/, of December, 1 
ana tn definitely affected the 


come an even more profuse di 
with subsequent loss of ground so far as 
In addition to this, the 


material having both the appearance and odor of 
menstrual fluid. The size remained at an average 
of one and a half to one and three quarters inches 
Another biopsy was performed and the 
tissue failed to reveal evidence of any aberrant 
* time vinced that th 
first con ere 
Being now for the — — 
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The patient had moderate reactions. The wound 
remained a rounded, irregular ulcer with foul dis- 
charge. In the period following x-ray treatment it 
became even more evident that a menstrual rela- 
tionship existed. During the month of March the 
patient menstruated on the 8th, 16th and 2ist, the 
first time for three days, the second for one, and the 
third for three. The perineal pads were well stained, 
but the drainage from the wound was more profuse 
and quite typical of menstrual flow. The intention 

been to allow a sufficient period of time to 
elapse after the x-ray treatments to demonstrate 
their full effect in diminishing ovarian function. The 
patient, however, had reached such a state of mental 
depression as the result of her prolonged iliness, that 


this decision the patient and her parents gave full 


support. 

On April 6, 1933, about two years after her orig- 
inal operation, under avertin-gas-oxygen-ether 

thesia, the abdomen was opened through a curved 
low transverse incision. The pelvic organs were 
found to be normal in appearance except that the 
ovaries and uterus were smaller than usual. There 
was no connection between these organs and the 
upper abdominal wound. Exploration of the upper 
abdomen revealed excellent peritoneal healing with 
a few fine omental adhesions to the under surface 
of the scar. Both ovaries and tubes were removed 
and the abdomen closed. A satisfactory recovery 
from the operation followed, and the final incision 


en-| healed normally. Pathological report of sections 


from the ovaries was “General fibrosis” with “scle- 


It was noted that at the time of this last oper- 
ation, the unhealed wound was still one and a half 
inches in diameter. It presented the same appear- 
ance as six months previously. Beginning forty- 
eight hours after operation this wound was in- 
spected daily. It first assumed a healthy pink color 
and filled in rapidly. By the end of a week it was 
a round, level surface of normal granulation tissue 
free from all discharge. Twenty-one days after 
operation a smooth hard area of scar tissue re- 
placed the once intractable and foully discharging 
wound. Apparently the removal of the ovaries had 
accomplished in three weeks what the various other 
measures had failed to do in the two years preced- 
ing. Aside from occasional hot flashes her recov- 
ery was satisfactory and she was discharged on 
her thirty-eighth final postoperative day and her 
seven hundred and fifth day following admission. 

On examination one year later, June 4, 1934, the 
scar was found to be particularly dense and hard. 
There was no hernia. The patient felt well and 
had no complaints. She had had only two scanty 
menstrual periods during the year, but had not 
gained weight and showed no external evidence of 
her artificial menopause. 


apparently some influence exerted by the ovaries 
ian function 


it seemed best to avoid further d Operati on the wound and cessation of ovarian 
sterilization was 2 od bes, and de was essential to effect its healing. 


DERMATITIS OF THE BREASTS CAUSED BY 
5 COMPOUND TINCTURE OF BENZOIN®* 


bg Report of Three Cases 
BY M. F. EADES, M.D.t 


MPOUND tincture of benzoin has been 

chiefly used in the treatment of minor lacer- 
ations, contusions, as a dressing in plastic sur- 
gery of the skin, and as a volatile respiratory 
inhalant. 

An infrequently mentioned but common use 
in obstetrics is the local application of this tinc- 
ture in the treatment of fissured nipples. The 

From the Boston Lying - in Hospital. 


1 M. F. — Assistant in Obstetrics, Harvard Medical 
Scheel. "For record and address of author see Week's 


Issue,” page 642 


combination of lead nipple shields and compound 
tincture of benzoin as a method of treatment 
is too well known to require comment. Wil- 
liams recommends this compound for the treat- 
ment of this condition and our records at the 
Boston Lying-in Hospital show its use for this 
purpose for the past thirty years. 

The only mention in recent literature of a 
dermatitis due to this compound is an excellent 
report by James. His patient, after applica 
tion of compound tincture of benzoin to an abra- 
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wound. . 27 
uterine flow began to appear twice a month and 
the wound was rarely quiescent, for even when the 
natient was not menstruating, it would discharge 
rosis of the blood vessels”. “No primordial follicles 
. were made out, but one regressing lutein cyst was 
and the wound’s activity, the efficacy of steriliza- | Present. 
tion was considered. A pelvic examination under 
gas failed to disclose any palpable abnormality. 
Deep x-ray therapy was then administered under 
the direction of Dr. Richard Dresser, the object 
being to limit ovarian function rather than actu- 
ally destroy the ovaries. The following dosage was 
employed: 
Jan. 11, 1933—Post. pelvis 30 minutes 300 R 
Jan. 12, 1933 
600 R 
a pelvis 30 minutes 300 R 
600 R 
CoMMENT: It is difficult to explain the rela- 
tionship between the activity of this wound and 
menstruation. Endometriosis, although sus- 
pected, could not be demonstrated. There was 
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t . The skin reacted to the tincture of 
sion of the right hand, not only developed a right and the whole tincture ot benzoin  com- 


severe local vesicular reaction but also swelling | Denon 


and itching of the face and lips. A fine vesicu- 
lar eruption appeared on the face and cheeks. 
A skin contact test on the arm of the patient 


with the whole compound used produced a local . 


vesicular reaction. Unfortunately James was 
not able to make contact tests of the various 
ingredients. 

Neither R. Prosser White, nor Weber in his 
very complete list of cutaneous irritants, men- 
tions the occurrence of dermatitis due to tine- 
ture of benzoin compound or due to any of its 
constituent elements. Compound tincture of 
benzoin consists of the following ingredients: 
benzoin 12 parts, storax 8, tolu 4, aloes 2, and 
aleohol 74. 

A skin test may be made on a normal skin 
area with either the whole compound or each of 
its component parts, any or all of which might 
cause a dermatitis in a susceptible individual. 
The patch or contact method of skin testing is 
readily employed under these conditions. The 
technique is simple but rarely practiced. A 
small square of linen is moistened with the sub- 
stance to be tested. This is then covered with 
a small piece of rubber dam and the dressing 
held in place by an adhesive strap. The adhe- 
sive tape is an irritant, therefore the rubber 
dam is necessary to prevent confusion of the 
results. 


In two of the cases reported, a patch test 
was made both of the whole compound, as a 
control, and of each constituent of the com- 
pound made up to their respective 
as they occur in the compound. The flexor sur- 
face of the forearm was used in each case. A 
reading was made at the end of a twenty-four- 
hour period. If no reaction was present, fur- 
ther inspection was made at the end of thirty- 
six or forty-eight hours. 


Case 1*. Mrs. E. A., para VII, aged 34. Normal 
delivery. On September 2, 1930, the sixth day of 
the puerperium, the patient developed fissures of the 
nipples of both breasts. Compound tincture of ben- 
zoin was applied to the nipples every four hours 
after each pumping of the breasts. Within twenty- 
four hours when next seen, numerous fine vesicular 
erythematous lesions had developed over the nip- 
ples and areolae of both breasts. The patient stated 
that the “itching” of the breasts was noticeable six 
after the first application of the compound tinc- 
ture. At the end of twenty-four hours she com- 
plained of actual “burning” of both breasts and was 
definitely uncomfortable. The compound tincture 
of benzoin was discontinued and “white wash” ap- 
plied to the lesions. At the end of twenty-four hours 
of treatment the vesicles had started to dry, the 
erythema had entirely disappeared, and the patient 
did not present any complaint. 
September 8. Skin tests with ingredient elements 
of compound tincture of benzoin and with the whole 
tincture were performed on the flexor aspect of the 


*Reported through the courtesy of Dr. Paul Gustafso” 


FIG. 1. Definite erythematous reaction produced by the 


ples the baby was taken off the breasts September 
8, 1930 and the breasts pumped at four-hour inter- 
vals. Compound tincture of benzoin was applied to 
the nipples after each pumping. In twenty-four 
hours after the first application the patient com- 
plained of slight burning of both breasts about 
nipples. In thirty-six hours the nurse noted “fine 
blisters” over the areolae and nipples of both 
breasts. At this time the patient complained of 
intense itching and burning over these areas. The 
compound tincture of benzoin was omitted Sep- 
tember 12, 1930 and the lesions were ble 
in twenty-four hours after application every three 
hours of borie acid solution. 

A contact skin test with the whole compound tinc- 
ture of benzoin produced a definite typical reac- 
tion on the left forearm in thirty-six hours. Con- 
tact tests were then made of the separate 
ents and in thirty-six hours the vesicular lesions had 
appeared under the storar contact patch. These 
— under treatment, cleared up entirely in four 

ys. 


Case 3. Mrs. G. K., Boston Lying-in Hospital, Service 
of Dr. F. C. Irving. Para II. aged 24. Mild toxemia 
of pregnancy. January 24, 1933, the patient had a 
two-hour labor with normal delivery. January 28, 
1933, circular fissures of both nipples developed. 
The baby was taken off the breasts and pumping 
of the breasts at low pressure every regular feed- 
ing was substituted. Compound tincture of benzoin 
was applied to the nipples after each pumping. 
Forty-eight hours later there was a marked ves- 
icular erythema of the nipples and areolae of both 
breasts. The compound tincture of benzoin was im- 
mediately discontinued and the breasts treated with 
applications of boric acid solution. In three days 
the dermatitis had entirely subsided. 
A skin patch test performed with the whole com- 
pound tincture gave a moderately intense reaction 
on the forearm in forty-eight hours. Later attempts 
to induce the patient to have patch tests of the in- 
ts were unsuccessful. 


Cass 2. Mrs. M. S., Boston Lying-in Hospital, Service 

of Dr. F. C. Irving. Para II, aged 24. Normal de- 

very, September 2, 1930. Because of fissured nip- 

control and the offending substance, tincture of — = 
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Discussion: If compound tincture of benzoin| zoin are probably not so rare as the paucity 


can cause a dermatitis, it is theoretically pos- 
sible that any constituent element or combina- 
tion of constituent elements may be responsible. 
In the two of the three cases reported, a single 
but different element was demonstrated to be 
the offending substance in each instance. In 
case 1 tincture of benzoin was the offending drug 
and produced its maximum irritation in twenty- 
four hours, whereas in case 2 the irritation due 
to storax reached its maximum in thirty-six 
hours. This was true in each case, both of the 
whole tincture and as confirmed by the patch 
test. In case 3 we were unfortunately unable 
to obtain patch tests of the individual ingredi- 
ents of the compound. The period of time neces- 
sary to produce maximum irritation after ap- 
plication of the compound was thirty-six hours. 
The reaction in this case most nearly resembled 
that of case 2. 


Skin reactions to compound tincture of ben- 


case reports would indicate. Recogniti 
present little difficulty and in susceptible in- 


dividuals confirmatory patch skin tests give the 


necessary information. 

These cases raise the question of the advis- 
ability of using a substance, in the treatment 
of fissured nipples, which contains two or more 
potentially irritative substances as demonstrated 
in these cases. Especially is this true when we 
have available so many simple antiseptic solu- 


tions. 
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COMPARISON OF DISEASE INCIDENCE IN CONNECTICUT WITH 1933 
AND SEVEN YEAR AVERAGE 


MontTH 15, 1934 


1934 


8 


Conjunctivitis Inf. 
Diphtheria 
Dysentery Bacillary 
Encephalitis Epid. 
German Measles 
Influenza 
Measles 
Mumps 
Paratyphoid Fever 
Pneumonia (Broncho) 
Pneumonia (Lobar) 
Poliomyelitis 
Scarlet Fever 


Tuberculosis (Pul.) 
Tuberculosis (O. F.) 
Typhoid Fever 
Undulant Fever 


8 S8 1 1 | Week ending Sept. 1 


S&R „811! | o »| Week ending Aug. 25 


Syphilis 50 


— — 


| | Bu! oo | |Week ending Sept. 8 


| | | | | | Week ending Aug. 26 


* A 


to 
SES] | | | & | | Week ending Sept. 15 


ehaal Saw! oo | | Week ending Sept. 2 
8 | Panne „Week ending Sept. 9 
2 „ | m com | |Week ending Sept. 16 


26 21 


Remarks: No cases of Asiatic cholera, glanders, plague or yellow fever during the past seven years. 


D. Appleton 
1931. 
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8 
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Diseases 
Cerebrospinal Men 
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Septic Sore Throat 
—² 
Whooping Cougnn ðl! 
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IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 
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CASE 20401 
PRESENTATION OF CASE 


A four and a half year old girl was admitted 
to the Baker Memorial with a diagnosis of 
‘‘meningitis’’. The chief complaints were head- 
ache and vomiting for twenty-four hours, with 
one convulsion during that time. 

The mother and father were living and well. 
The patient was one of twins; the other twin 
was living and well. An older sister and a 
younger brother were also living and well. 
There had been no miscarriages. 

The child was born at full term, with normal 
delivery. She was breast fed for four months. 
Her infancy was normal. Except for chicken 
pox she had always been a healthy, active, nor- 
mal child. There is no history of injuries. 

Tonsillectomy and adenoidectomy were done 
three months before admission because of fre- 
quent throat infections. The child made a good 
postoperative recovery. She had had frequent 
earaches, in fact during the past three years 
she had had at least a half dozen paracenteses 
for acute otitis media. There was no chronic 
discharge or loss of hearing. She had had toxin 
antitoxin against diphtheria and had been vac- 
cinated. 

The patient was well until the evening of the 
day before admission. She went to the kinder- 
garten that day and seemed well until late in 
the afternoon. At that time she complained 
of being tired and did not want to walk. She 
was put to bed and soon had a chill and vomited. 
She felt feverish. Her physician found her 
temperature to be 105°. The physical examina- 
tion was negative. There was a history of some 
urinary frequency for the past month. It was 
thought that the patient might have pyelitis 
but urinalysis was negative. One hour later the 
patient had a generalized convulsion. Two hours 
later physical examination was again negative. 
The rectal temperature was 102°. The patient 
was restless most of the night. The next morn- 
ing her temperature was 99.2° by mouth. The 
patient was given orange juice which she re- 
tained for about an hour and then vomited. ‘At 
10 am. the child complained of a headache, 
but there were no new physical signs. During 
the afternoon she vomited twice and slept in 
long naps. She complained of headache 


some discomfort in flexing the neck. At 5:30 
p.m. she was examined again. The oral tem- 
perature was 101.2°. The neck was 

stiff but no true Kernig was elicited. A lum- 
bar puncture was done and cloudy fluid under 
increased pressure found. The patient was then 
brought to the hospital. 

Physical examination showed a codéperative, 
well-developed and nourished girl apparently 
quite ill. Her face was flushed, with a marked 
perioral pallor. The sclerae were slightly in- 

She lay curled up in bed on one side 
or the other, but she objected to flexion of her 
neck. She had a right Kernig and questionable 
Babinski. The throat was slightly red. The 
eardrums were The lungs were clear. 
The heart did not seem to be enlarged; no mur- 
murs were heard. 

The temperature was 101.8°, the pulse 120. 
The respirations were 28. Three white blood 
cell counts were 17,400, 32,000 and 17,000. The 
spinal fluid showed 1,200 cells, mostly poly- 
morphonuclears, and what were believed to be 
gram-negative diplococci. The total protein was 
138 milligrams, the chlorides 728 milligrams. 
There was a trace of sugar. 

Fifteen eubie centimeters of antimeningococ- 
cus serum was given intrathecally. Within ten 
minutes the patient began to cough and rapidly 
developed a generalized itchy erythema. The 
respirations were slow, and the pulse became 
rapid and thready, very slowly regaining vol- 
ume. The symptoms were relieved by injections 
of five minims of adrenalin and local application 
of calamine lotion. 

Another injection of anti se- 
rum was given the next morning. The child was 
less responsive but temperature reaction had 
abated. The neck was stiffer and both Kernigs 
and Babinskis were positive. Small diplococci 
and diplobacilli, probably influenza bacilli, were 
found in the smear. That afternoon 15 cubic 
centimeters of anti-influenza serum, 
with 15 cubic centimeters of human serum for 
complement, was given by a cistern puncture; 
and 20 cubic centimeters of anti-influenza serum 
was given intravenously. 

Daily treatment thereafter consisted of a cis- 
tern and a lumbar puncture twelve hours apart 
with drainage of fluid and injection of anti- 
influenza serum and of human serum, as com- 
plement. All spinal fluid and cistern fluid cul- 
tures were reported to be pure cultures of the 
influenza bacillus. 

Five days after admission the patient clini- 
cally was very much better; the number of 
cells in the spinal fluid, which had risen to 
27,000, had decreased to 4,200. On the fol- 
lowing day there was a serum eruption. The 
child had a rise in temperature from 102° to 
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tion. The spinal fluid at this time began to e'ut 
in the tube. 

Two days later her clinical appearance was 
not so good. 
and found no ear complications. On the fol- 
lowing day the temperature went up to 105° 
and the child began to regurgitate through the 
nose. Feeding by gavage was instituted. A 
neurological consultant saw her and suggested 
injection of air intrathecally in the ales of 
breaking up adhesions and getting better drain- 
age. However, it was found technically impos- 
sible to inject more than 20 cubic centimeters 
of air. The spinal fluid pressure was then 700 

The spinal fluid was yellow, thick, 


dysentery, the 4 of which was not made 
until several days 

The entire — of physical signs was strik- 
ing. 
went over her very carefully both times. Ex- 
cept that the child was very dick and semicoma- 
tose, there was a total absence of physical signs. 
The onset was very sudden with absolutely no 
preceding symptoms of any kind. The mother 
is a very careful observer, and I think we can 
safely assume that the child was absolutely well 
until about three o’clock of the day of onset. 
In the absence of physical signs, and with the 
chill as a prominent feature, the most probable 
diagnosis is pyelitis, and such was assumed to 


and tenacious. The total protein was 2,190|be the condition present. The oceurrence of a 
Total Sugar Chlorides Cells 
Protein (Check 
yses) 
Before treatment 138 mg. Trace 728 mg. 1,260 
After treatment: 

Ist day A.M. 165 * 56.0 57.7 705 * 12,800 

* P. M. (Specimen sent to Dr. Fothergill) 
2nd “ A.M. 414 mg. 73.0 698 27.200 
* P. M. 480 * 110.0 104.0 676 * 5,680 
3rd “ A.M. 118 * 80.0 78.0 687 “ 10,880 
i P.M. 330 * 93.5 89.0 664 “ 2,300 
4th “ A.M. 414 23.0 27.6 676 “ 8.460 
* P. M. 228 “ 42.6 45.5 649 * 6,840 
Sth “ A.M. 284 Trace Trace 614 * 4,200 
P. M. 492 “ 605 * 8,200 
6th “ A.M. 336 26.5 585 “ 4,040 
os P.M. 462 “ Trace 10 573 * 8,860 
ith “ A.M. 558 “ 13.2 587 * 6,100 
as la P.M. 534 “ Trace 573 “ 2,410 
8th “ A.M. 240 “ i 608 * 4,280 
P. M. 684 * * 629 14,620 
Sth “ A.M. 354 “ * 620 “ 11.000 
P. M. 2190 * 550 32,000 


Note: At twelve hour intervals spinal or cistern fluid was removed (analyses 
above), and anti-influenza serum and human serum injected via the puncture needle. 


milligrams. The chlorides were 550 milligrams. 
There was a trace of sugar. The cell count 
was 32,000. That night she began to have slight 
twitchings of the extremities. Ten days after 
her condition was much worse. The 
fluid was so viscous that it was impossible to 
drain it either via the lumbar or cistern routes. 
The child died at one o’clock that afternoon. 


CurmicaL Discussion 


Dr. Ricnarp C. Terrt, In.: There are sev- 
eral rather interesting features in connection 
with this child’s illness. In the first place, the 
onset was ushered in by a chill. Chills are 
relatively uncommon in children, and a chill as 
the presenting symptom in a young child is very 
rare. When they do occur at the onset of an 
illness, that illness is almost always pyelitis. 
Aside from cases of pyelitis, I can recall only 
one child whose presenting symptom was a chill. 
That child, curiously enough, had a bacillary 


slight convulsion a few hours after onset is also 
quite common in pyelitis. A negative urine 
— twelve hours later ruled this condition 
ou 

About twenty-four hours after onset, her clini- 
eal condition showing very little improvement 
despite a much lower temperature, a lumbar “ 
puncture was done, and an opalescent fluid un- 
der somewhat increased pressure was obtained. 
I wish here to make a correction in the history. 
It states that slight stiffness of the neck was 
observed before the lumbar puncture was done, 
but although carefully searched for, not the 
slightest stiffness of the neck was noted until 
several hours after the first puncture. The only 
sign which might be construed as pointing to a 
possible meningitis was the cry. By afternoon 
of the second day of the illness the cry assumed 
the typical high pitched note which has been 
characterized by the name ‘‘cerebral cry’’. We 
frequently do not find well-marked signs of 


636 
— 


VOL. 211 
NO. 14 


CABOT CASE RECORDS 


637 


meningitis—a stiff neck, Koenig or Brudzinski 
—in babies and small children at the onset of 
& meningitis, but we do expect to find some re- 
sistance to flexion of the neck when this is care- 
fully searched for. 


Another interesting feature was the immedi- 
ate anaphylactic reaction following the intra- 
thecal serum. We have seen such a reaction fol- 
lowing intrathecal horse serum only once before. 
This child does not come from allergic parents, 
unless the presence of a chronic sinusitis in the 
mother can be termed a form of allergy, and her 
only possible sensitization to horse serum was 
the routine of toxin antitoxin 
three years earlier. I have seen so many of 
these reactions where tetanus antitoxin has to 
be administered following earlier toxin antitoxin 
injections, that I have given up toxin antitoxin 
entirely, and am now using toxoid exclusively. 
She was partially desensitized by the intra- 
dermal method before she was given the serum, 
but despite this had a very severe reaction. 


Organisms were extremely rare in the first 
spinal fluid specimens, a condition common in 
meningococcus meningitis, but rare in the in- 
fluenzal form. There were no typical diplococci, 
but the few organisms seen were practically all 
of the diplo- form, and a tentative diagnosis of 
meningococeus meningitis was made. Dr. Hig- 
gins, in examining the fluid later, was the first 
to point out that the morphology, while not 
typical, was more consistent with influenza than 
with meningococcus meningitis, a conclusion la- 
ter borne out by the cultures. It is interesting 
to note that smears subsequently prepared from 
this same spinal fluid after it had stood in a 
warm laboratory overnight were loaded with 
organisms. The warm spinal fluid had appar- 
ently acted as an ideal culture medium, and the 
smear taken from the spinal fluid, after twelve 
hours incubation at room temperature, showed 
thirty or forty typical influenza bacilli in each 
oil immersion field. Since that time we have 
had an opportunity to test out this method on 
another case of influenza meningitis with exact- 
ly the same results, enabling us to make an ab- 
solutely positive diagnosis twenty-four hours be- 
fore culture reports were available. So far as 
I know, this method of diagnosis has not been 
used before. It worked so well in these two in- 
stances that we are planning to use it routinely 
in all spinal fluids where the diagnosis is at all 
obscure at the time of lumbar puncture. 

The entire absence of any infection prelim- 
inary to influenzal meningitis is very rare. 
fact, it is hard to believe that a primary in- 
fluenzal meningitis can exist; and it is usual 
to have the meningitis of this type preceded by 
several days of upper respiratory infection. We 
certainly could find no evidence, either at the 
time of onset or subsequently, of any p 


respiratory infection, although every possible 
means of discovering such a preéxisting infec- 
tion was exhausted. 


CLIINIcAL D1AGnosis 
Inf ingitis. 
ANATOMIC DIAGNOSES 


Influenzal meningitis. 

Ependymitis, acute. 

Petechial hemorrhages of skin, descending 
colon and bladder. 

Mesenteric and retroperitoneal lymphadenitis. 


PatTHowocic Discussion 


Dr. Cuartes S. KUumx: There was a large 
amount of thick purulent exudate in the arach- 
noid space over the base of the brain. It was 
particularly extensive in the region of the optic 
chiasm, the interpeduncular space, the lateral 
recesses, and the anterior portions of the sylvian 
fissures. Small amounts of the exudate were 
present in the fissures of the frontal and parietal 
lobes. The surface of the frontal poles was 
covered with small superficial pial or subpial 
hemorrhages, measuring up to three millimeters 
in diameter. They were numerous on the left 
side, and scattered on the right. On section 
the surfaces were not particularly remarkable. 
The lateral ventricles were enlarged and the 
ependyma of the lateral ventricles was dotted 
with tiny hemorrhages the size of a pin-head or 
smaller. There was no visible exudate coating 
the choroid plexus. The ependymal surface 
of dirty grayish material 

Microscopically there was an inflammatory 
process of the most pronounced degree affecting 
(1) the pia arachnoid of the —— the brain 
stem and the cerebellum, and (2) the ependyma 
and subependymal tissues of the lateral and the 
third and fourth ventricles. The meningeal ex- 
udate was mainly polymorphonuclear; with a 
fair number of large mononuclear cells and some 
lymphocytes and plasma cells. It infiltrated the 
nerve roots and the blood vessel walls and ex- 
tended along the perivascular spaces of the 
cortical blood vessels. Within the brain sub- 
stance the ganglion cells of the cortex exhibited 
well-marked degenerative changes, astrocytes 
were swollen, while microglia cells of both gray 
and white matter were affected in a very striking 
manner. They were probably increased in num- 
ber and their cell bodies were voluminous and 


In | well stained, so that they had the ap 


pearance 
of very large and thick rod cells. No mitoses 
were observed. 
Examination of the spinal cord revealed an 
unusually large amount of cellular exudate in 


the subarachnoid space. An unusual finding 


was extensive hemorrhagic extravasation and in- 
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flammatory infiltration of the dura and epidural 
tissues. 


Dr. Tracy B. Matzory: Dr. Fothergill has 
been working with influenza serum for a long 
time. Perhaps he will tell us something of its 
possibilities. 

Dr. Leroy D. For nnn I.: Owing to the very 
limited time I do not think we can discuss this 
problem very completely. It is one that Dr. 
Ward and I have been interested in for several 
years and the serum that was used in this child 
was experimental serum that we have been work- 
ing on. There are certain immunological and 
biological facts upon which all of this is based. 
One of these is the fact that these meningeal 
strains of the influenza bacillus are a fairly 
homogeneous group. Furthermore, they are 
what we speak of as smooth organisms. In 
other words the virulent stages of this particu- 
lar organism secrete a specific soluble substance. 
This is of very considerable importance. It is 
bs probable that the majority of the ordinary 

strains that one encounters are avir- 
ulent and do not secrete this specific soluble sub- 
stance. This is of considerable importance from 
the point of view of the antibody in that im- 
mune serum produced by immunization with a 
rough organism is entirely ineffective bacteri- 
ocidally against the smooth organism. In order 
for a serum to be effective the immunization 
must be done with a smooth strain, in other 
words with the so-called whole or complete anti- 
gen, and that serum must be one that is capable 
of precipitating the specific soluble substance. 
Such a serum has been accomplished after a 
very long period of immunization in horses. A 
serum of this character is absolutely essential. 

The other important thing is that the prob- 
able killing mechanism of the organism is not 
fundamentally concerned with phagocytosis but 
is a complemental bacteriolysis. In these pa- 
tients it is very seldom that complement is pres- 
ent in their inflammatory spinal fluid. In nor- 
mal spinal fluid it is never present. Comple- 
ment is occasionally present in inflammatory 
fluid due to other causes, and in our experi- 
ence in perhaps twenty-five per cent of meningo- 
coccus meningitis it is present. The organism 
will grow perfectly well in such immune serum 
in the absence of complement, but is actively 
killed in the presence of complement. The very 
disturbing problem is the amount of comple- 
ment that should be used. There are several 
factors concerned in that; one is the dilution of 
complement by the cerebral spinal fluid injected, 
and the second factor is the so-called Neisser- 
Wechsberg phenomenon. A larger amount of 
complement may be necessary than we have 
been accustomed to use. 

I will not discuss any of the more unusual 
clinical features about the disease but to date 


we have had ten recoveries following this 
particular form of therapy, and that, remem- 
ber, in a very considerable number of treated. 
patients—somewhere between eighty and ninety. 
That, even though a small recovery rate, is vast- 
ly better than it was before. 

If we analyze this large group of patients 
they would seem to fall into three groups; this 
small group that recovers; another small group 
that follows a course such as this patient, 
where we have had absolutely no effect what- 
ever on the course; and a group that shows 
considerable improvement for a period of time. 
That is, after three or four days the cultures 
of cerebral spinal fluid become negative and 
they may remain negative for a considerable pe- 
riod of time. We have had some in whom the 
spinal fluid became essentially normal, with 
sterile cultures. These persisted for as long as 
two or three weeks and then suddenly the pa- 
tient would become extremely ill, the spinal 
fluid would suddenly become very cloudy, and 
the patient would die. At postmortem in such 
cases we have found the lesions to be extraordi- 
narily well localized and walled off. In the 
days before we tried to treat these patients, at 
postmortem examination we found usually a very 
diffuse exudate, in greatest amount around the 
base but usually scattered over most of the 
hemispheres, between the hemispheres, over the 
frontal poles particularly; whereas in these 
treated patients the lesions are much more lo- 
ealized, particularly about the base. They seem 
almost to have a dense membrane over them. 
There are usually scattered lesions in the sulci. 
There is not the diffuse reaction that one used 
to see. In other words, it seems to me that there 
probably is a very definite tendency in this par- 
ticular type of meningitis for very early 
very effective walling off of lesions in the sub- 
arachnoid space. 

There are still a great number of problems 
that bother us and that we are working on, 
but I will not go into them here. 

Dr. MAlLoxr: I think it is a matter of ex- 
treme interest that Dr. Ward and Dr. Fother- 


gill have been able to cure a significant even 


though not yet very high proportion of these 
cases, because up to this time serum therapy 
has been ineffective in influenzal as well as in 
streptococcus and pneumococcus meningitis. 
They are very definitely on the road to a rational 
method of therapy. 

Dr. HAnOTLD L. Hiactns: My personal experi- 
ence has been that influenza meningitis is more 
often a primary disease, as with this child, than 
secondary to a more or less prolonged influenzal 
infection of the lungs or upper respiratory tract. 

It has been my policy to recommend a lum- 
bar puncture for an unexplained convulsion; 
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in this case the convulsion was an important 
clue that the trouble was meningeal. 

It is noted in this case that the clotting of the 
spinal fluid occurred in the specimen obtained 
immediately following the serum rash of the 
seventh day of the disease; exudation of fibrino- 
gen into the spinal fluid must have been caused 
by the tissue changes of the serum reaction. 

Dr. Marcaret M. Guenpy: The ready with- 
drawal of fluid for the first few days permitted 
injection of 20 cubic centimeters of anti-influ- 
enza serum and an equal amount of human se- 
rum each time. As the fluid became thicker it 
was possible to inject only 10 cubic centimeters 
of each type of serum, even with longer drain- 
age periods. The high total protein in the last 
analysis was certainly due to something other 
than the added human serum. The thickness 
of the fluid, with the webs of fibrin later found 
in the sulci of the brain, explains why in this 
hoped-for method of forced 


CASE 20402 
PRESENTATION OF CASE 


Eighteen years before entry the patient, a 
forty-three year old Italian housewife, had an 
attack of rheumatism associated with some joint 
pains and shortness of breath, but no sore throat. 
Although she was told by a physician that she 
had heart trouble, she did not go to bed. She 
did not recall the duration or character of the at- 
tacks. She had slight dyspnea on exertion and 
used only one pillow at night until six months be- 
fore entry, when her dyspnea increased and was 
soon followed by cough, orthopnea, and frothy 
slightly blood-tinged sputum. She was forced to 
sleep sitting up. She remained in bed and de- 
veloped some ankle edema, upper abdominal 
pain, nausea and vomiting. Her husband stated 
that about a year before entry she had had a 
gall bladder attack associated with right up- 
per quadrant pain and vomiting for thirty-six 
hours. There was no jaundice, dark urine or 
light stools. During the past month she had 
nocturia once or twice. 

Her father died at the age of sixty-two, cause 
unknown. Her mother died of heart trouble at 
the age of seventy-one. Seven siblings were 
living and well. Seven other siblings had died 
of unknown cause. 

The patient had been married twenty-two 
years. Her husband was living and well. Three 
children were living and well. The third preg- 
nancy was a stillbirth, the fourth a miscarriage 
at seven months. 

She had had a sore throat about once or twice 


@ year. 
Physical examination showed a well-developed 


but emaciated woman. The skin was pale, moist 
and warm. The lips were cyanotic. The respira- 
tions were Cheyne-Stokes in character. The 
pharynx was red and contained dry mucoid 
secretions. The heart was enlarged and fibril- 
lating. There was gallop rhythm at the apex, 
a harsh systolic blow over the mitral area, a 
soft diastolic blow low down along the left 
sternal border, a rough systolic murmur at the 
aortic area and a thrill at the apex. Because of 
the fibrillation the time of the thrill could not 
be determined. Az was less than Pz. The blood 
pressure was 140/100. There was slight dull- 
ness at both bases, especially on the left, and 
many moist rales. There was pitting edema of 
the lower back and of both legs. The abdomen 
was distended and tympanitic. 

The temperature was 97.5°, the pulse 100. 
The respirations were 30. 

Laboratory examination of the blood showed 
a red cell count of 5,960,000, with a hemoglobin 
of 90 per cent, and a white cell count of 10,400, 
79 per cent polymorphonuclears. A Hinton test 
was negative. 

She was given one cubic centimeter of salyrgan 
intravenously and put on digitalis. She rapidly 
failed and died on the day foll admis- 
sion. 


DIFFERENTIAL D1AGNosIs 


Dr. Wu H. Surrn: Rheumatism eighteen 
years before, that is at the age of twenty-five, 
is possible. If rheumatism, then heart lesions 
are possible if not probable. Note, please, the 
long interval of time since the original attack, 
for we shall use that in our diagnosis, sufficient 
time having elapsed for fibrosis or calcification 
to have occurred in the valves. 

One should be very careful in proving by cross 
questions that a real rheumatic fever had oc- 
curred. It is important to note that but one 
pillow was used up to six months before entry. 
Since then increasing dyspnea, cough, orthopnea, 
and slight frothy blood-tinged sputum have been 
present. One would infer a progressive failure 
of compensation either from the original heart 
condition or some superimposed condition. She 
remained in bed, with some ankle edema, upper 
abdominal pain, and nausea and vomiting. One 
should not forget, in failure of compensation, 
upper abdominal pain may be due to liver con- 
gestion, acute stretching of the liver capsule. 
Where there is mild jaundice, this pain may 
lead to a wrong diagnosts of gall bladder dis- 
ease. We cannot accept her husband’s diagno- 
sis of a gall bladder attack. Nocturia once or 
twice need not be of importance; it is quite 
common in the wakeful patient. There is noth- 
ing of import in the family history. One would 
note in passing the stillbirth and the miscar- 
riage. Her sore throat once or twice a year 
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accentuates the probable rheumatic background. 

We should note the fact that she was emaci- 
ated. Cheyne-Stokes respiration is common in 
many forms of heart disease. I have observed 
it in patients who have lived many years after 
its onset. Mouth breathing, due to the dyspnea, 
would explain the mucoid secretion on the 


pharynx. 

The heart was enlarged and fibrillating. One 
would like to know if the heart was enlarged 
downward as well as laterally. If there is aortic 
valve damage as well as mitral disease, we should 
expect such downward enlargement. The mur- 
murs at the apex are consistent with mitral 
disease, probably stenosis with regurgitation. 
The systolic murmur at the aortic area might 
mean aortic valve disease. Usually aortic steno- 
sis can be diagnosed if there is (1) a rheumatic 
history, (2) a systolic thrill at the aortic area 
with a systolic murmur, usually harsh, (3) ab- 
sence or marked diminution in the aortic sec- 
ond, (4) a low pulse pressure, (5) a diastolic 
murmur, its loudness depending upon the de- 
gree of stenosis present ; where there is marked 
aortic stenosis there is usually limited regurgi- 
tation, hence at times a very low pitched 
diastolic murmur, and (6) a sufficient interval 
of time from the rheumatic infection for fibrosis 
or calcification to have occurred; in this case 
eighteen years. The blood pressure of 140/100, 
with a pulse pressure of 40, would favor aortic 
stenosis and would not point to much aortic 

itati 


At her age it is possible that syphilitie aortitis 
or arterioselerosis of the arch might explain 
the systolie murmur at the base. The rest of 
the pieture, with the damaged mitral valve, the 
rheumatie history, favors a chronic endocarditis 
of the aortic valve. 

The temperature was 97.5°, the pulse 100, and 
the respirations 30. Entrance temperatures are 
misleading, a subnormal temperature due to 
fatigue from traveling will later be replaced by 
an elevated one. One should note 
in this type of case, as fresh endocarditis is so 
common. The leucocyte count is suggestive. 


Congestive failure. 


Dr. H. Surrn's Diaanoses 


Rheumatic heart disease. 
Mitral and aortic stenosis. 


ANATOMIC DIAGNOSES 


Rheumatic heart disease. 

Endocarditis, chronic rheumatic, with mitral 
and aortic stenosis. 

Endocarditis, acute rheumatic, mitral and 
aortic. 

anno hypertrophy and dilatation, rheu- 
matic. 

Mural thrombi, both auricles. 

Pulmonary atherosclerosis. 

Hydrothorax, bilateral. 

Peripheral edema. 

Hypoplasia of kidney, right. 


Par HOL Discussion 


Dr. Tracy B. Matitory: The autopsy showed 
a moderately enlarged heart, weighing 500 
grams. The aortic valve was markedly narrowed 
and stenotic. We think it was probably not sig- 
nificantly insufficient. The mitral valve showed 
marked stenosis and there was undoubtedly 
some degree of insufficiency. Both the right 
and left ventricles were hypertrophied but the 
hypertrophy was proportionately greater on the 
right than the left, suggesting that the mitral 
valve lesion was more important or of longer 
standing than the aortic. There was a fresh 
acute endocarditis on both aortic and mitral 
valves. The coronary arteries were entirely neg- 
ative and the aorta showed practically no arterio- 
sclerosis. Both auricular appendages, right and 
left, were completely filled with thrombi, but 
there was no evidence that she had had an em- 
bolus from either one of them. The liver was 
congested. The gall bladder and bile ducts 
were absolutely negative. There were no stones. 
The one surprising feature of the case was that 
she had practically no right kidney, just a little 
nubbin, presumably due to congenital hypo- 
plasia, which we see about once in four hundred 
autopsies. The other kidney was correspond- 
ingly large. 

Dr. Surrn: Was that diagnosed on the ward? 

Dr. Matzory: No. 


— .. ͤ ↄ—UUñ 


640 
* 
CAL DIAGNOSES 
Rheumatic heart disease. 

| 

| 

1 


NO. 14 


641 


The New England 
Journal of Medicine 


SUccEssOR TO 


J M.D. 
Lump, M.D. 


Scsscairrion Trans: 86.00 per year in advance, postage paid 
the United States, Canada 87.04 per year, $8.58 per year 


Towarp A PERMANENT MepicaL Aw Program 


Chicago, September—A year’s experience 
with medical care of the unemployed under the 
temporary provisions of the Federal Emergency 
Relief Administration indicates that such a med- 
ical program must be built up into a continuing 
one, says the American Public Welfare Associ- 
ation, in a report just issued. 

However the plan is permanently set up, the 
report points out, there must be allowance for 
variations in procedure, since resources and de- 
mands in the various sections of the country 
differ widely. To make wise planning possible, 
adequate information is essential and communi- 
ties now operating medical aid programs will 


have to keep more definite statistics than they 
have so far, showing how many people are 
aided and what types of aid are given. 
Twenty-nine of the forty-eight states surveyed 
by the Association in codperation with the Rosen- 
wald Fund, report a successful organization of 
their medical aid systems under F.E.R.A. Nine 
of these states have adopted a state-wide plan 
and scale fees for their doctors and nurses, with 
county or city administration on a state-recom- 


‘| mended pattern. 


Half of the states with medical aid programs 
have limited their service to home and office calls 
for acute illnesses, making no general provisions 
for surgical or chronic care. The others have 
provided for care of chronic illness and even 
give a limited amount of corrective service. 

Lack of money and fear of increase in costs 
have been heavy drawbacks to the success of 
some of the medical aid programs, the survey 
shows. Poor facilities and untrained personnel, 
and difficulties in adjustment of relations with 
the medical professions and local public health 
services are among others. 

The first year’s experience, however, has done 
much to teach communities that they are respon- 
sible for medical aid to their poor, and cannot 
expect it from physicians for nothing. They 
have learned that to be successful, the medical 
aid program must have effective local supervi- 
sion and control of costs, hospitalization must 
be provided for in the future and greater pro- 
vision must be made for care of chronic illnesses 
and for special services. 


The following are the basic provisions regard- 
ing practice and procedure: 

1. The responsibility for authorizing care rests 

with the relief officials. 

2. All licensed practitioners of medicine and 
the related professions, subject to local 
statutory limitations, are eligible to furnish 
service under the plan upon a statement of 
their willingness to abide by the conditions 
laid down. 

3. The state and local relief administrations 
are to look to advisory committees of physi- 
cians, dentists and nurses, formed through 
the appropriate professional societies, for 
guidance in the professional aspects of these 

services. 

. Rates for paying physicians, dentists and 
nurses are to be worked out with the pro- 
fessional bodies by the relief administra- 
tion, which holds the final authority. 

. Payment may be made for care in the home 
or the professional office, but may not be 
made for hospital service from Federal 
funds. 


. The use of clinics, hospitals and other ex- 
isting facilities is not to be supplanted. 
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MEDICAL CARE FOR THE UNEMPLOYED 
In order to clarify the situation relating to 
the plan of the Federal Emergency Relief Ad- 
ministration, the American Public Welfare As- 
sociation has issued a pamphlet explaining the 
application of the F.E.R.A. to medical care of 
the unemployed, as contained in the following 
announcement: 
222 
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7. Other limitations are placed upon the scope 
of the service, such as the restriction of the 
care of most acute cases to two weeks or ten 
visits, of chronic cases to three months with 
a maximum of one paid visit per week, of 
dental care to emergency extractions and 


repairs. 
. Only those illnesses which cause acute suf- 
fering, interfere with earning capacity, en- 
life or threaten some new and pre- 
2 handicap qualify for special serv- 


. Prescriptions are restricted to those listed 
in the national Formulary and the United 
States Pharmacopeia. _ 

Six states, — Connecticut, Maine, Massachu- 
setts (except for a few cities) Iowa, Vermont, 
and Nevada,—have been relatively uninterested 
in the program of F.E.R.A. No. 7 because they 

an existing system of health care of 
indigents which appeared to them to be satis- 
factory. The general type and amount of care 
given and methods of administering it are prac- 
tically uniform throughout the four New Eng- 
land states. The system governing this care 
is based on the Poor Relief Law and a high 
degree of localization of government. 

The type of service accepted by the medical 
profession and the administrator is set forth 
in a table varying according to localities with 
mil 


eage. 

The information contained in the pamphlet 
seems to cover the details and a careful read- 
ing of the document will clarify the confusion 
existing to some extent among physicians. 

Since there is in some states no general ac- 
ceptance of the plan of the F.E.R.A., medical 
organizations should determine whether the pro- 
fession prefers to operate under existing local 
regulations for the medical care of indigents or 
may prefer to take advantage of the F. E. R. A. 
plan. 

With the general apprehension relating to the 
ability of cities and towns to carry on inde- 
pendently of Federal aid, the medical, dental, 
study the 


MENTAL HEALTH AND PSYCHOLOGY 


In the Bulletin of the Department of Educa- 
tion many courses in the University Extension 
classes are available for those who are desirous 
of self-improvement. 

The several exercises devoted to problems of 
mental health are especially attractive and 
should be taken advantage of by those who are 
desirous of becoming acquainted with the meth- 
ods employed in dealing with some of the seri- 
ous problems of life. 

The course leaders have secured a group of 


teachers who are competent instructors and en- 
tertaining speakers. Most people are interested 
in maintaining the normal functions of the body, 
but few appreciate the necessity of a general un- 
derstanding of mental hygiene and psychology. 

The progress of the race depends in large 
measure on the utilization of this knowledge in 
solving the difficulties before the people at the 
present time. Progress will depend largely on 
intelligent application of the instruction which 
will be given in these lectures. Too little atten- 
tion is given to the psychology of childhood, 
and the necessity of early and proper training 
of young people is too little appreciated. Par- 
ents must be taught how to deal with abnor- 
mal tendencies in their offspring both through 
personal adjustments to the facts and knowl- 
edge of the technic which should be employed. 

These classes will repay the time devoted to 

on them. 


A DISCUSSION OF VOLUNTARY 
HEALTH INSURANCE 


For some years the leaders of the medical pro- 
fession in this country have been studying the 
cost of medical care. The advantages and dis- 
advantages of voluntary health insurance are 
the subject of great controversy to-day. 

The Mersey Hospital Council of Liverpool, 
England, is an organization founded for the 
purpose of establishing a voluntary health in- 
surance in that community, and on Friday eve- 
ning, October 12, at 8:15 o’clock at the Bos- 
ton Medical Library Mr. Sidney Lamb, the Sec- 
retary of the Council, will discuss the practical 
results of their work before the Suffolk Dis- 
trict Medical Society. 

The subject is indeed timely and because of 
its great interest to this community all mem- 
bers of the medical profession are cordially in- 
vited to attend the meeting and join in the dis- 
cussion. 


THIS WEEK’S ISSUE 


rs: 


Fay, JosepH H. M. D. Tufts College Medical 
School 1908. F. A. C. S. Visiting Surgeon, Mel- 
rose Hospital. His subject is A Method of 
Reduction and Fixation of Intracapsular Frac- 
tures of the Femoral Neck.’’ Page 607. Ad- 
dress: 49 Lake Avenue, Melrose, Massachu- 
setts. 


Corsusier, HAROID D. B.S., M.D. University 
of Michigan Medical School 1899. Senior At- 
tending Orthopedic Surgeon, Muhlenberg Hos- 
pital. Colonel Medical Reserves U. S. Army 
(C. O. General * 178). Attending Spe- 
cialist in a Surgery. Veterans Bu- 
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reau. Appointed by President Roosevelt Chief 
of Delegation to represent the United States at 
the International Congress of Military Sur- 
gery and Pharmacy, Madrid, Spain, 1933. His 
subject is The Conduct of the Convalescent 
Stage of Anterior Poliomyelitis.“ Page 611. 
Address: 614 Park Avenue, Plainfield, New 
Jersey. 

Got DEN, Ross. A.B., M.D. Harvard Univer- 
sity Medical School 1916. Roentgenologist of 
the Presbyterian Hospital, New York City. As- 
sociate Professor of Medicine, Columbia Uni- 
versity, New York City. His subject is Diver- 
ticulosis, Diverticulitis and Carcinoma of the 
Colon. Page 614. Address: 622 West 168th 
Street, New York City. 

FRIepLANDER, Ricnarp D. A. B., A. M., M.D. 
University of California Medical School 1930. 
Assistant Resident Physician, Peter Bent Brig- 
ham Hospital. Address: Peter Bent Brigham 
Hospital, Boston, Massachusetts. Associated 
with him is 

Levine, Samuet A. A. B., M.D. Harvard Uni- 
versity Medical School 1914. Assistant Profes- 
sor of Medicine, Harvard Medical School. Sen- 
ior Associate in Medicine, Peter Bent Brigham 
Hospital. Consultant in Cardiology, Newton 
Hospital. Address: 270 Commonwealth Ave- 
nue, Boston, Massachusetts. Their subject is 
‘‘Auricular Fibrillation and Flutter Without 
Evidence of Organic Heart Disease.’’ Page 624. 

WueEE er, Bancrort C. A. B., M.D. Harvard 
University Medical School 1920. F. A. C. S. As- 
sistant Surgeon, Memorial Hospital. Woreester, 
Massachusetts. Address: 27 Elm Street, Wor- 
cester, Massachusetts. Associated with him is 

Apams, Donatp S. M.D. University of Vir- 
ginia Department of Medicine 1917. F.A.C.S. 
Assistant Surgeon, Memorial Hospital, Wor- 
cester. Address: 36 Pleasant Street, Worces- 
ter, Massachusetts. Their subject is ‘‘ Appar- 
ent Relationship Between Wound Healing and 
Ovarian Function. Case Report.’’ Page 630. 

Eaves, M. F. A.B., M.D. Harvard Univer- 
sity Medical School 1922. F. A. C. S. Assistant 
in Obstetrics, Harvard Medical School. Assist- 
ant to Out-Patients, Boston Lying-In Hospital. 
Assistant Obstetrician, Massachusetts General 
Hospital. Gynecologist and Assistant Obstetri- 
cian, Newton Hospital. His subject is Der- 
matitis of the Breasts Caused by Compound 
Tincture of Benzoin. Report of Three Cases.’’ 
Page 632. Address: 19 Bay State Road, Bos- 
ton, Massachusetts. 
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MISCELLANY 
PETER BENT BRIGHAM HOSPITAL 


TWENTIETH ANNUAL REPORT FOR THE YEAR 1933 


The Peter Bent Brigham Hospital, as the presi- 
dent’s report indicates, has met with unusual finan- 


cial difficulties during the past year on account of 
so much of its income being derived from real es- 
tate; the excellent work of the hospital is continu- 
ing, however, despite these difficulties. 

There were admitted to the wards during the year 
4,272 patients, as compared with 4,220 the previous 
year, although the patients’ days treatment was 
somewhat less, 64,642 days as compared with 68,301 
days in 1932. The per capita daily cost has risen 
somewhat — $7.60 — as compared with $7.49+ in 
1932. 

During the year the Third Reunion was held to 
celebrate the hospital’s twentieth anniversary. At 
this time, May 4, 5, and 6, 113 doctors and 195 
nurses came from various parts of the country for 
a three-day celebration. On May 5, a special dinner 
was held in Vanderbilt Hall for the presentation of 
portraits of Drs. Cushing and Christian. Dr. Cush- 
ing’s portrait was presented to the members of the 
Corporation of the Brigham Hospital and has been 
hung in the main waiting room of the Administra- 
tion Building. Dr. Christian’s portrait was presented 
to the University. 


RESOLUTIONS ADOPTED BY THE AMERICAN 
RADIUM SOCIETY AT THE ANNUAL MEET- 
ING, CLEVELAND, JUNE 12, 1934; ALSO 
ADOPTED BY THE AMERICAN COLLEGE OF 
RADIOLOGY, JUNE 12, 1934 
Tue INDISCRIMINATE Use AND RENTAL oF RapIuM 
Whereas, It is now recognized that radium has 

been demonstrated to be of definite value in the 

treatment of disease, and 

Whereas, Some States and many communities in 
the country have little or no radium available, and 

Whereas, Funds are not always available for the 
purchase of suitable preparations of radium for use 
by those physicians who are qualified in radium 
therapy, and 

Whereas, We recognize that radium is an agent 
quite as potent for doing harm as for doing good 
when used without sufficient skill or training and 
with the hope of protecting the uninformed public 
from serious and irreparable injury from improper 
and insufficient treatment. 

Be It Resolved, That we consider it improper, un- 
ethical and detrimental to the science of Radiology 
and to the good of suffering humanity for commer- 
cial laboratories to attempt to give advice or direc- 
tions as to the use of radium in the case of a pa- 
tient whom the person giving that advice has not 
even had the opportunity to examine. In other 
words, it is just as difficult to give such advice and 
directions as it would be for a surgeon to give di- 
rections for the use of rented surgical instruments 
so that an untrained physician might attempt an op- 
eration. Various commercial companies advertise, 
both in the Journals and through the mails, medical 


advice for the purpose of making sales or renting 
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radium or radon. This places these corporations in 
the field of practicing medicine. 

Be It Resolved, That the same criticism be ap- 
plied to institutions which rent or furnish their 
radium to those members of their Staff or outside of 
the Staff who are unskilled in radium application. 
Resolved, That the same criticism applies to many 
individual owners of radium. 

Resolved, That we regard the approval of the 
National Board of Radiological Examiners as the 
minimum standard for those assuming the respon- 
sibility for using radium. We recommend as wide 
publicity of this Board’s existence and approval as is 
possible to the public, consistent with ethical prac- 
tices, as the most effective safeguard which can be 
afforded them. 

Resolved, That we recommend the refusal of ad- 
vertising matter in National and State Journals 
when the companies concerned are advertising a 
Medical Consulting Service or are advertising such 
service through the mails in connection with their 
sale or rental of radium. 

Resolved, That we disapprove of any doctor's act- 
ing as a Consultant to a commercial company carry- 
ing on euch a campaign of public or private adver- 
tising and that we consider such an association 
sufficient grounds to warrant disbarment from the 
approval of the National Board of Radiological Ex- 
aminers. 

_ Resolved, That we recognize the ethical commer- 
cial company as a necessity. It is the advertised 
Consulting Service that is at fault. It is recognized 
that such restrictions on the advertising of a Medi- 
cal Service will in no way hamper properly qualified 
Radium Therapists in obtaining adequate supplies 
of radium or radon for the purposes in which they 
are qualified to use it. 

Resolved, That we approve an informal Medical 
Consultant for the guidance of those commercial 


companies who refrain from advertising such pro- 


fessional service, either publicly or privately and 
that in such case their informal Consultant be one 
approved by the National Board of Radiological Ex- 
aminers. 


West 29th Street. Lewis H. Carris, Managing 
tor of the National Society for the Prevention of 


Blindness, is chairman of a committee in charge of 
the Speakers’ Bureau. Other members of the com- 
mittee are Edward P. Durfee, Hamlin & Co.; Rob- 


ert 8. Elberty, Fireman’s Fund Indemnity Co.; 
Charles J. Gefvert, Consolidated Gas Co.; Walter 
King, American Optical Co., and Henry J. 
The Borden Co. 


“We should like the public to know,” said Mr. 
Carris, “that speakers are available without charge 
to industrial plants, schools, service clubs, women’s 
organizations and other groups. Any organization, 
club or industrial plant, can secure a speaker on any 
phase of accident prevention by telephoning our of- 
fice, Murray Hill 2-0813. 

“Thousands of needless deaths or injuries occur 
every year because the principles of safety which 
have been learned from the unfortunate experiences 
of others are continually being ignored. Indiffer- 
ence is one of the most vicious foes which the ac- 
cident prevention movement must combat. To save 
men from death or injury in factories, to protect 
women from the accident hazards im the home, and 
to keep children from under the wheels of automo- 
biles and trucks, widespread education is necessary. 
That is the reason for the organization of our Speak- 
ers’ Bureau.” 


R&ESUM£& OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS FOR AUGUST, 1934 


Anterior poliomyelitis. With one of the lowest 
reported August figures, all present indications point 
to a very low 1934 infantile paralysis morbidity. 
The present month goes on record as having had 
the lowest August diphtheria incidence for all time. 

Pulmonary tuberculosis, lobar pneumonia, and 
whooping cough were reported somewhat above the 
five-year average although lower than in 1933. 
Typhoid fever equaled last year’s record low prev- 
alence for the month. 

Scarlet fever had its lowest August incidence 
since 1918 and measles since 1906. 

Tuberculosis other forms, German measles, mumps, 


1; Boston, 2; Brookline, 2; Cambridge, 1; Green- 
field, 1; Haverhill, 1; Hubbardston, 1; Leominster, 
1; Medford, 1; New Bedford, 1; North Adams, 1; 
Peabody, 1; Salisbury, 1; Saugus, 1; total, 16. 
Dysentery (amebic) was reported from Boston, 1. 
Dysentery (bacillary) was reported from Danvers, 
1; Northampton, 143; Quincy, 1; total, 148. . 
Epidemic cerebrospinal meningitis was reported 
from Easthampton, 1; Lawrence, 1; total, 2. 
Malaria was reported from Boston, 1; Springfield, 
1; total, 2. 

Paratyphoid was reported from Cambridge, 1; 
Fitchburg, 1; total, 2. 

Pellagra was reported from Newburyport, 1. 
Septic sore throat was reported from Boston, 4; 
Brockton, 2; Everett, 1; Haverhill, 2; Lowell, 3; 
Natick, 1; Palmer, 2; Somerville, 1; total, 16. 
Tetanus was reported from Brookline, 1; Hing- 


— 
showed nothing remarkable. 
Dog bite was reported considerably above the five- 
year average for the month. 
BARE DISEASES 
Actinomycosis was reported from Boston, 1. 
Anterior poliomyelitis was reported from Beverly, 
* 
ACCIDENT PREVENTION 
The organization of a Speakers’ Bureau consisting a 
of fifty authorities on accident prevention at work, 
on the street, and in the home, is announced by 
Julien H. Harvey on behalf of the Metropolitan 
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ham, 1; Lav.rence, 1; Malden, 1; Medford, 1; Wo 
burn, 1; total, 6. 
Trichinosis was reported from Revere, 1. 


MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


MonTHLY REPorRT ron Avovsr, 1934 


Disease Aug. Aug. Aver- 
1934 1933 age* 

Anterior Poliomyelitis 16 148 141 
Chicken Pox 87 125 112 
Diphtheria 61 63 135 
Dog Bite 1031 622 623 
2 7 8 

15 25 25 

680 664 629 

90 96 80 

94 240 208 

131 103 142 

178 271 263 

401 336 303 

341 363 336 

40 42 40 

25 25 38 

— 2 — 

596 686 555 

* r number of cases for August for the preceding five 


THE CROWDED CONDITION OF NEW YORK 
HOSPITALS 


New York City’s twenty-six hospitals during the 
first six months of this year were crowded to con- 
siderably more than their normal capacity and it 
is estimated that for the full year 750,000 patients 
will have been taken care of, or one out of every ten 
persons living in the city. The hospitals have a 
normal bed capacity of 18,463, but the average daily 
census was 19,060, according to Commissioner of 
Hospitals, Dr. S. S. Goldwater. 


—ç—2 — 


DOCTORS MAY NOT RECEIVE COMMISSIONS 
To the Editor: 

We believe you will be interested in knowing that 
the controversy of over fifty years, as to the right 
or wrong of giving commissions for the recommend- 
ing of surgical appliances, has at last been settled. 

Dealers never have been in a position to solve this 
question as long as many members of the medical 
profession felt they were entitled to some recom- 
pense for being in a position to influence trade... 
Medical societies could not settle it by passing reso- 
lutions with no legal penalty attached. 

Now it is against the law and the matter has been 
settled in a very equitable way. The dealers have 


By 
16 Hast 42nd Street, New York City. 


FADS, FASHIONS AND FALLACIES IN MEDICINE 


September 19, 1934. 
meter, The New England Journal of Medicine, 

Your editorial, “Fads, Fashions and Fallacies in 
Medicine,” appearing in the September 13 issue of 
the Journal is pertinent and timely. 

It is a pity that the medical profession as time 
goes on does not begin to acquire a certain im- 
munity to infection by the “new” just because it is 
new. 


Any physician of even twenty years’ experience 
could easily extend your list of “fads and fashions” 
which have proved to be “fallacies”. 


Often, as you so well say, it is the too general 
application of some new theory without discrimina- 
tion or judgment which is the mischief. It is the 
overemphasis and lack of clinical perspective which 
is at fault and not always the alleged new discovery 
or method. The doctrine of focal infection, now 
somewhat on the wane, is a case in point. Indis- 
criminate surgery especially in psychoneurotic in- 
dividuals is still all too common. High blood pres- 
sure while by no means a fallacy has become almost 
a fad, with the lay public at any rate if not with the 
profession, and standing alone is not always deserv- 
ing of the importance which is attached to it. More 
over we are bitten in these days, it would appear, 
with the mathematical bug. Accuracy is of course 
an ideal always to be striven for, but we are in some 
danger of the overemphasis of figures in medicine. 
You cannot practise medicine by mathematics. Per- 
sonality, the individual human equation as seen by 
the experienced physician, whether in obstetrics, 
pediatrics, dietetics, what you please, can never be 
reduced to figures. 

Yours very truly, 
M. W. Pearson, M.D. 

19 Pleasant Street; 

Ware, Mass. 


374 Dudley Street, Roxbury, died September 24, 


. 11934, following a collapse while testifying in a case 


at the Roxbury Court. He was born in 1882. He 
graduated from the College of Physicians and Sur- 
geons of Boston in 1905. He is survived by his 


widow and four children. 
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been exonerated from any responsibility in the mat- 
ter, as the clause was inserted in the NRA code by 
the government at the requegt of the medical so- 

—ſeleties. 
Yours very truly, 
President. 

³ 

— 

— 
— 
— 
RECENT DEATH 
HURLEY — Cornetivs THomas Huster, M. D., of 
77 
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NOTICES 


COMMONWEALTH FUND FELLOWSHIPS FOR 
POSTGRADUATE STUDY AVAILABLE TO 
MEMBERS OF THE MASSACHUSETTS M 
CAL SOCIETY 

Given aT Harvarp Mepicat Scnoor, Courses For 

Grapvuates, 25 SHatruck Street, Boston 


SUBJECTS 
Medicine: Course is given at the Massachusetts 
General Hospital, Peter Bent Brigham Hospital or 
Boston City Hospital for one or two months. In- 
struction is by the clinical case method. 
Pediatrics: Course is given at the Children’s 
Hospital for one month; not more than two may 
take the course at one time. 
Obstetrics: Course is given at the Boston Lying- 
In Hospital for one month; not more than two may 
take course at one time. Fellows live at the hos- 
pital. 
Office Surgery: Course is given at the Boston City 
Hospital for one month; designed for physicians 
engaged in general practice. Subjects studied are 
surgical problems met in office practice. Instruc- 
tion in the Out-Patient Department. 
Fellowships are for one to four months. The 
stipend is two hundred and fifty dollars per month, 
plus tuition and traveling expenses from place of 
residence to Boston and return. 
Qualifications: Applicant must be a graduate of 
a grade A medical school; a member of the Massa- 
chusetts Medical Society in good standing; must 
have been in practice at least five years; should be 
between thirty and fifty years of age; and resident 


Commonwealth Fund, 41 East 57th Street, New York 
City, or from the Courses for Graduates, Harvard 
Medical School, 25 Shattuck Street, Boston. 


CLINIC AT THE PETER BENT BRIGHAM 
HOSPITAL 


At 3:30 P.M. on Thursday, October 11, in the 
amphitheater of the Peter Bent Brigham Hospital 
Dr. Henry A. Christian, Physician-in-Chief, Hersey 
Professor of the Theory and Practice of Physic in 
the Harvard Medical School, will give a medical 
clinic. To it are cordially invifed practitioners and 
medical students. These clinics will be repeated on 
Thursdays, October to May, with the exception of 
October 18. 

On Saturdays in the wards of the Peter Bent 
Brigham Hospital, from 10 to 12, staff rounds will 
be conducted by Dr. Christian. These are open to 
all physicians. 


LEARNING IN ADULT YEARS 
A lecture on the above stated subject will be given 
by Edward L. Thorndike, Ph.D., LL.D., of the Teach- 
ers College, Columbia University, on Wednesday 


evening, October 17, 1934, at 8 o’clock at the Twen- 
tieth Century Club, 3 Joy Street, Boston. This lec- 
ture is under the auspices of the Massachusetts So- 
ciety for Mental Hygiene. 

Admission: Members of the Massachusetts Society 
for Mental Hygiene, 75c; others, $1.00. Tickets will 
be obtainable at the door. 

Dr. Thorndike, appointed to Teachers College in 
1899, was one of the first to apply scientific methods 
to the field of education, with the result that educa- 
tional practice to-day is in large measure the result 
of his extraordinary research. The history of psy- 
chological theory in education is outlined almost 
completely in a chronological list of Dr. Thorndike’s 
published researches. His study of the process of 
learning is perhaps his outstanding contribution and 
has led the way to the basic conceptions underlying 
the most far-reaching reforms in education during 
the past twenty-five years. 

One of his latest series of studies has been con- 
cerned with the learning of adults and has given 
impetus to the movement for adult education. Con- 
trary to earlier beliefs, Dr. Thorndike claims that 
“age in itself is a minor factor in either success or 
failure in learning. Capacity, interest, energy, and 
time are the essentials”. Adults, according to Dr. 
Thorndike, can learn rather easily and rapidly, and 
probably could learn much more than they do. The 
important thing for adults to do is to keep on learn- 
ing; that, according to Dr. Thorndike, is the best 
preventive or cure for inability to learn! 


REMOVALS 


J. Harper Bl AISUrI L., M. D., announces the removal 
of his offices to 45 Bay State Road, Boston. 

Martin W. Peck, M.D., announces the removal of 
his office to 37 Marlborough Street, Boston. 

STanLey Conn, M. D., announces the change of his 
address to the Massachusetts General Hospital, 
Boston. 

Frank Fremont-SMITH, M.D., announces the change 
of his address to the Massachusetts General Hos- 
pital, Boston. 

— — — — 


REPORTS AND NOTICES 
OF MEETINGS 


THE PLYMOUTH DISTRICT MEDICAL SOCIETY 


The summer meeting of the Plymouth District 
Medical Society was held at the Jordan Hospital and 
the Mayflower Hotel in Plymouth, Thursday, July 
19, 1934. Dr. Leon Alley, President of the Society, 
presided. 

The first speaker, Dr. A. W. George, discussed 
“Intracapsular Fractures of the Neck of the Femur.” 
It is not unusual to find as high as 45-60 per cent 
non-union in these cases, a figure greatly in excess 


646 
of a town of under ten thousand population. 
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of that for other fractures in patients of the same 
age group. This has usually been attributed to 
poor circulation in the head, but Dr. George is of the 
opinion that it is more often due to poor approxima- 
tion of the fragments. In routine anterior posterior 
views the position may appear good while a vertical 
view will show considerable displacement. In order 
to obtain vertical views Dr. George places a curved 
casette in contact with the inner thigh and pubic 
regions and exposes the film with the central ray as 
nearly parallel to the body as possible. Reduction 
is not difficult after the position of the fragments 
has been determined. The method was demonstrated 
by Dr. Z. B. Adams. In a recent series of twenty- 
two cases seen at the Melrose Hospital by Dr. 
Joseph Fay and Dr. George there have been twenty 
bony unions, a very excellent result. 

Dr. Cadis Phipps demonstrated the use of the 
oscillometer in various vascular diseases. It is of 
special value in estimating the functional circula- 
tion of a diseased limb and in the level at which 
healing may be expected to occur in patients to be 
operated upon in the vascular diseases. 

Dr. C. A. Knowles discussed “Rupture of the 
Spleen.” While it usually follows trauma to the up- 
per abdomen or lower chest, rupture of the spleen 
does occasionally occur spontaneously. Spontaneous 
rupture is usually of a diseased spleen as in the 
leukemias or in typhoid fever but has been reported 
in otherwise healthy persons. The symptoms are 
those of shock and hemorrhage coupled with local- 
izing signs in the left upper quadrant. It is seldom 
that a correct preoperative diagnosis is made, not 
so much because of the difficulty of the diagnosis 
but because the possibility of this condition is not 
considered. Treatment is of course surgical, with 
removal or suture of the spleen depending upon the 
extent of the injury and the patient’s condition. 
Transfusions should be employed freely. 


Between 1915 and 1933, thirty-seven patients with 
ruptured spleen were operated upon at the Boston 
City Hospital with fifteen recoveries. There have 
been no permanent blood changes and all the pa- 
tients are apparently in excellent general health. 
Dr. Knowles suggested the possible use of thoro- 
trast as a preoperative diagnostic procedure. 


Dr. Z. B. Adams spoke on “Industrial Back Strain.” 
He believes that the great majority of acute painful 
backs are due to muscle strain, a few to lumbo- 
sacral strain and very rarely to sacroiliac strain. He 
has seen the last only twice in a series of more than 
500 cases. In any case if the back is painful enough 
to keep the patient from work he should be kept 
flat in bed. Adhesive strapping is of little or no 
value. The patient with muscle strain holds him- 
self erect and splints his back and there is never a 
list or any radiation of the pain to the leg. The pa- 
tient with acute lumbosacral strain has a burning 
pain in the sciatic region, has a list away from the 
painful side and prefers to have some flexion of both 
knee and hip. In contrast, the patient with an acute 


sacroiliac strain always lists toward the painful 
side, and in addition, if the disease is over a few 
months’ duration, there is always some atrophy of 
the quadriceps muscles. 

Dr. Adams advises against spinal fusion unless 
there is definite evidence of destructive disease of 
the bone. For a number of years he has been manip- 
ulating the spine under a general anesthetic and 
then applying eighteen pounds traction to the af- 
fected leg with excellent results in a large series 
of cases. 

Dinner was served at the Mayflower Hotel. Reso- 
lutions on the decease of Dr. John Darling Churchill 
were read by Dr. W. E. Curtin; of Dr. Charles Henry 
Colgate by Dr. J. J. McNamara; of Dr. Edgar Dwight 
Hill by Dr. T. H. McCarthy, and of Dr. John 
Holbrook Shaw by Dr. G. A. Moore. 

Dr. Alley appointed the Legislative Committee for 
1934 as follows: Chairman, Thomas H. McCar- 
thy; Charles G. Miles, Brockton; Peirce H. Leavitt, 
Brockton; George A. Moore, Brockton; John R. 
Noyes, Brockton; David B. Tuholski, Brockton; Wil- 
liam E. Curtin, Plymouth; Charles Hammond, Han- 
over; John J. Condrick, Brockton; John J. McNam- 
ara, Brockton; Frederick W. Murdock, Brockton; 
Alfred C. Smith, Brockton; Louis B. Hayden, Plym- 
outh; Leonard A. Baker, Middleboro; Arthur W. 
Carr, Bridgewater. 

Frederick W. Cook, Secretary of State, welcomed 
members and their guests to Plymouth and briefly 
commented upon the relations between the Medical 
Society and the legislative bodies. Dr. William H. 
Robey, President of the Medical Society, comment- 
ed upon the postgraduate courses of the State Medi- 
cal Society, upon the work of the Committee on 
Public Relations and upon the problems of health 
insurance. Dr. Thomas J. O'Brien, Dr. Charles E. 
Mongan and Senator Charles G. Miles also discussed 
various aspects of the insurance problem. 

Georce A. Moore, M.D., Secretary, 
Plymouth District Medical Society. 


THE FOUR COUNTY MEDICAL SOCIETY 


The annual meeting of the Four County Medical 
Society was held on Wednesday, September 19, 1934, 
at the Holyoke Hospital, Holyoke, Massachusetts. 
The program consisted of operations, demonstra- 
tions, dry clinics and exhibits during the early part 
of the morning, followed by a series of papers: 
“The Urgent Need of More Autopsies,” by Dr. Law- 
rence Durgin, of Amherst; “Surgical Treatment of 
Ingrowing Toenail,” by Dr. Chauncy Perry, of Green- 
field; “Removal of Tonsils and Adenoids During 
Acute Throat Infections,” by Dr. George Hunt, of 
Pittsfield, and “The Practise of Medicine Begins at 
Forty,” by Dr. Allen Rice, of Springfield. 

The value of this group meeting is becoming more 
and more apparent; it tends to stimulate interest, 
and pride in the progress of the hospitals visited and 
imparts new ideas for other hospitals with similar. 
problems. This year Dr. Hunt's paper was notable 
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in showing the calibre of work that can be done out- 
side of the large medical centers. Dr. Rice’s talk 
was a delightful bit of philosophizing on the prac- 
tice of medicine in accordance with present-day 
trends. The analogy of the title is evident. Dr. 
Rice reviewed the main points made by Mr. Pitkin, 
considering their possible application to the life of 
a physician, and, conceding the impossibility of a 
division of labor between youth and age in the medi- 
cal world, Dr. Rice suggested a few devices by 
which a doctor might hope to live as well as toil 
after forty. 

An address on “The Recent Developments in the 
Prevention and Treatment of Contagious Diseases” 
was presented by Dr. Gaylord Anderson of the 
Massachusetts Department of Public Health, follow- 
ing which a buffet lunch was served by the hospital. 


MIDDLESEX SOUTH DISTRICT MEDICAL 
SOCIETY 


An invitation has been extended to the members 
of the Middlesex South District Medical Society to 
attend a meeting of the Suffolk District Medical So- 
ciety which will be held Friday, Octobér 12, 1934, at 
8:15 P.M. at the Boston Medical Library*. A portion 
of their notice reads as follows: 

“Mr. Sidney Lamb, Secretary of the Mersey Hospi- 


we fortunate in having so distinguished an 
authority to tell us how this experiment has worked 
in from the point of view of the doctor as 


well as to the hospitaleand the patient.” 
Members of this district are earnestly urged to 
attend. 


A regular meeting of this district society is being 
planned for October 31, 1934, at the Hotel Conti- 
nental, Cambridge. 

ALExanper A. Levi, M. D., Secretary. 


*See “A Discussion of Voluntary Health Insurance,” on 
page 642, 


BOSTON HEALTH LEAGUE 
AN INVITATION TO ATTEND THE MEETING OF THE 
District MepIcAL SocIETY 

The Boston Health League, the Norfolk District 
Medical Society and the Middlesex South District 
Medical Society have been invited to participate in 
the October meeting of the Suffolk District Medical 
Society, which will be held on Friday, October 12, 
1934, at 8:15 P.M., at the Boston Medical Library, 
8 Fenway“. 


i 


Joun W. BartTot, M. D., President. 


*See “A Discussion of Voluntary Health Insurance,” 
page 642. 


SOUTH END MEDICAL CLUB 
The next regular meeting of the South End Medi- 
cal Club will be held at the headquarters of the 
Boston Tuberculosis Association, 554 Columbus 


Avenue, Boston, Tuesday, October 16, 1934, at 12 
noon. The speaker will be John B. Hawes, 2nd, 


M. D., President of the Boston Tuberculosis Associa- © 


tion. His subject will be “Important Points in Diag- 
nosis and Treatment of Tuberculosis.” All physi- 
cians are cordially invited to attend both lecture and 
luncheon. 


SUFFOLK DISTRICT MEDICAL SOCIETY 
Dear Doctor: 

You are cordially invited to attend the five month- 
ly meetings of the Suffolk District Medical Society 
and the Boston Medical Library to be held during 
1934-35 as specified below on Wednesdays, at 
8:15 P.M. 

October 12, 1934: 
Stated Meeting at the Boston Medical Library“. 
Speaker: Mr. Sidney Lamb, Secretary of the 


Meeting at the Boston Moéicel Library. 
Speakers: Dr. Frederick T. Lord, Dr. Edward 
D. Churchill, Dr. Roderick Heffron. 
Subject: Symposium on Pneumonia. 
January 23, 1935: 
General Meeting in association with the Boston 
Medical Library. 
Speaker and subject to be announced later. 
March 27, 1935: 
Clinical Meeting at the Boston Lying-In Hospi- 
tal. 
April 24, 1935: 
Clinical Meeting at the Children’s Hospital. 
The medical profession is cordially invited to at- 
tend all of these meetings. 


Grorce P. M. D., 
Secretary, 

Henry T. Hutcuins, M. D., 
Boston Medical Library. 
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NEW ENGLAND DERMATOLOGICAL SOCIETY 
First meeting of the season at the Hartford Gen-. 
eral Hospital, Hartford, Connecticut, Wednesday, 

October 10, 1934. 

1:30 P.M. Complimentary Luncheon by the Hospi- 
tal to the Society. 

3:00 P.M. Meeting and Clinic at the Hospital. 

6:00 P.M. Free dinner with judicious trimmings will 
be provided from the society treasury. Abso 
lutely no speeches. “General” Jacoby will crack 
down on all to enforce this code. 

Train Service: New time tables in effect October 1. 
Definite times cannot be given now. Sorry, but 
you will have to look up your own trains. Bos- 
ton to Hartford: $4.47. Round trip: $7.45. 
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tal Council, Liverpool, England, will be the speaker 
of the evening. The Mersey Hospital Council is a 
very interesting and successful organization for 
voluntary health insurance, and in view of the im- 
portance of this subject at present in this country 


the railroad round tri 
J. Harper M. D., Secretary. 


fare ($7.45). 


THE INTER-STATE POSTGRADUATE MEDICAL 
ASSOCIATION OF NORTH AMERICA 

The next meeting of this association will be held 

in Philadelphia, Pa., beginning at eight o'clock 


Monday, November 5, 1934, and continuing each fol- 


srg day until the evening of Friday, Novem- 
9. 

It is the purpose and expectation of the commit- 
tee in charge of the arrangements to make this one 


cover practically all of the time from eight o’clock 
in the morning through the evening hours. 
The important medical centers of North America 


will be represented by many of the prominent men. — 


England, Germany, Switzerland and Italy will send 
delegates. 


Dr. Joseph C. Doane, Chairman of the Publicity 
and Attendance Committee, 1129 Walnut Street, 
Room 304, Philadelphia, Pa., may be appealed to for 
programs. 


WORCESTER DISTRICT MEDICAL SOCIETY 


Rutland State Sanatorium, Wednesday evening, 
October 10, 1934. 


(1) “What We Have Learned from One 
Hundred Intrapleural Pneumolyses.” Dr. 
Frank H. Washburn. 
Discussion by Dr. William B. Davidson 
and Dr. Robert A. Costine. 
(2) “Roentgenological Odds and Ends.” 
Dr. Paul Dufault. 
NOTICES 
(1) The mext meeting of the Board of Censors of the 
Worcester District of the Massachusetts Medical 
Society will be held in the Arts Rooms of the 
Worcester Public Library, Elm Street, Worcester, 
Massachasetts, at four-thirty on the afternoon of 
Thursday, November 1. 
(2) The Library Committee will meet at the Sana- 
torium at 5:30 P.M., Wednesday, October 10, to 
discuss the problems of housing our extensive 


collection. Anyone interested is invited to par- 

ticipate in this important committee meeting. 
Ernest B. Fmerson, M. D., President, 
Erwin C. MILLER, M. D., Secretary. 


NEW ENGLAND SOCIETY OF PSYCHIATRY 
ANNUAL Fall. MEETING 
The Annual Fall Meeting of the New England So- 
ciety of Psychiatry will be held Wednesday, October 
10, at the Metropolitan State Hospital, Waltham. 


Members are invited to come early and inspect the 
hospital. 

Luncheon will be served at 1:00 P.M. 

Business Meeting at 2:00 P.M. 

Speaker: Arthur P. Noyes, M.D., Superintendent, 
Rhode Island State Hospital, Howard, Rhode Island. 


Subject: “Psychotherapy in State Hospitals.“ 


Haran L. Paix x, M. D., Secretary-Treasurer. 
— — 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 
October 4—Faulkner Hospital Clinical Meeting will be 
held at 5 P.M. 


MASSACHU ge DIETETIC ASSOCIATION 


November 7— — yy In- 
firmary for 


Ch Bos 

and Control of Dental Fenway, Be wan Ga College 
of Dentistry, State (hk of — 

Nove mber 20—Tuceday, 3 P.M. Field Trip: Visit Kitch- 
ens of the Hotel Statler. 

December 11—Tuesday, Dr. 
Frank N. Allan, Depart 

and 


Jan uary Tuesday Careers 
Abiliti Professor O' connor, Human Engi- 
— . — 1 Stevens Institute te of Technology. 
Hoboken, N. J. 

Februa 12— 

Dr. White, J 
— 81 


8 P.M. “Diabetic Children,” 
Diabetic Unit. 

P.M. “The Effect of Diet on 

wis PR. in Medicine, 
Medical Associate Physician, 
March 2 P. M. Field Trip: Visit Store- 

house, First Natio 


— 10—New England Dermatological Society. See 


page 
October 10—New England Society of Psychia See 
October 11—Clinic at the Peter Bent Brigham Hospital. 
See page 646. 
October 12—Boston Health League. See page 648. 
October 15-19—Sixth Annual Session of the Association 
of Record of North America at Hotel .— 
more, Boston. Chairman of Committee on 
—1 3 M. Robbins, Peter Bent Brigham Hospital, 


October 18-19 American Collegs of Surgeons at Boston. 


issue of 30, page 
of September 20. = 659, issue 
15-198—Thirteenth Annual C 
thetists. See page 516, issue of Septem i Ane 


October 16—South End Medical Club. See page 648. 


1 EDITORIAL DEPARTMENT 649 
Bus Service. A special bus will start from Park 
Square, Boston, at 9:30 A.M., returning directly 
after the dinner. Time: 3% hours. Distance: 
112 miles. The cost will be prorated. Enough 
men (11) must sign up to make the cost less 
PROGRAM 
7 of the largest medical meetings ever held in Amer- 
ica and one of the most profitable to the members | 
of the profession. | 
five days of concentrated attention on the impor- 
tant phases of surgery and internal medicine, for, 
with the exception of Friday evening and the time 
allotted for luncheons and dinners, the sessions 
oetobor 10—Associatio of Military Surgeons 
ry United States. See page 473, issue of Septem- 
De Miss 
ꝓ 
6:30 P.M. Dinner (Complimentary by State Sana- 
torium). 
„ 8 P.M. Small Hospital Prob) * 
for Women. 
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— 17—Lecture on Learning in Adult Years. See | date. Buffet supper complimentary by the 
page 
October 17 — William Marvey Society. Speaker: Dr. ber 12—Wednesda Vincent Hos- 
Emil Novak of Baltimore ital, Worcester, Mass €:30 Me 22 7: 20 P. M.: 
October 19-20 New England Pediatric Society. lent program and 
of Pedi- of subjects and speakers to be esented at a later date. 
ey meeting of the American Academy Dinner 3 by th tal. 
on 1), New England Pediatric Society, Phila- y by the Hospita 
dip = Society, and the New York Academy 1936— Wednesday Worcester City 
edicine Pediatric Section. 13 Buffet supper. 
7:30 P rogram and sad pastnees session. An- 


20 Two a on Friday, October 19, at 9:30 A.M. and 
One session on Saturday morning, October 20, 


Dinner Friday evening, October 19, at the Hotel Am- 
bassador. 


at 


Headquarters — Hotel Ambassador — Park Avenue and 
51st Street, New York City. 
GERALD HOEFFEL, M. D., Secretary-Treasurer. 


30-31—Academy of Physical Medicine. The 


ual Meeti at the Hotel Pennsylvania, 
= ork, October 30 and 31. For informat address 
H. R M. D., 
Heights, 


31 sr; State Nurses’ 
Association, Hotel Stat Boston. For information write 
Miss Helene G. Lee, 420 Boylston Street, Boston. 


November §-9—Inter-State Medical Asso- 
ciation of North America. See pag 


December 3-7—The Rad — 1 Boetety of North Amer- 
fea. See notice on page 56 f September 20. 
April 20-™M — — Physi- 


3, 1936—Th 
cians will a in Philadelphia. For information address 
Mr. E. R. Loveland, 2 Secretary, 133-135 South 
36th Street, Philadelphia, Pa. 

June, 1936—Medical Library Association will mont — 

Rochester, N. Y. For details address the 

A. Whitman, Librarian, Harvard Uni- 
versity Schools of Medicine and Public Boston, 


ESSEX NORTH DISTRICT MEDICAL SOCIETY 
17—The ninety-third quarterly meeting will be 


held at Raymonds Sunnyridge Farm, 
esbury, — Wednesday, October 17, 1934, at 12:30 P. M. 

Dr. Willia F. MacKnight and associates will discuss 

the interesti adjustments of medical — 4 to local 


economic conditions under 
The Semi-Annual Meeting will be held in — and 
the Annual Meeting in May, time, place and subject to be 


E. S. BAGNALL, M. D., Secretary. 
FRANKLIN DISTRICT MEDICAL SOCIETY 


Meet in be held the 2 
— 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 
October 10-——Woburn. 
November 14—Reading. 
January 9, 1935— Melrose. 
March 13, 1938—Wakefield. 
May 8, 1936—Winchester. 
K. L. MACLACHLAN, M.D., Secretary. 
1 Bellevue Street, Melrose. 


MIDDLESEX SOUTH DISTRICT MEDICAL SOCIETY 
October 12—See page 648. 
October 31—See page 648. 
SUFFOLK DISTRICT MEDICAL SOCIETY 
October 12—See page 648. 
WORCESTER DISTRICT MEDICAL SOCIETY 


October Rutland te Sana- 
torium, Rutland, Dinner. 7:30 P.M.: 
Scientific program and yon ea session. See page 649. 


November 14—Wednesday evening. — Hos - 
pial. sere Grafton, Mass. 6:30 P.M.: Buffet supper. 
80 P. M.: Scien An- 


program and 
t of subjects and speakers to be presented 


nouncement 5 


subjects, and to be presen 
a date. ffet -L dy the 


- Worcester State 


Jenn 
P. of 
ted Announcement 
— at a e. 
tal. 


March 1935— Wednesda morial 
Hospital orcester, Mass. 30 PK 
Scien ntific program An- 

men and speak presen 
at x a date uffet supper — dy = 


April 10, 1938—Wednesday 
Hospi w — 


May 8, 7688 Wed 
nual Mecting of the Was afternoon * 
The time and place of this meeting will be announced 


ERWIN C. MILLER, M.D., Secretary. 
27 Elm Street, Worcester. 


UY—— 
BOOK REVIEWS 


Atlas Fundus Ocull. By William Holland Wilmer 
New York: The Macmillan Company. $35.00. 


Wilmer’s Atlas adds a reliable modern volume to 
the previous notable atlases of Jaeger and others. 
In the hundred plates in color, each with epitomized 
description, this atlas provides the clinician and 
the medical student with an excellent introduction 
to the study of ophthalmoscopy. The author gives 
full credit to the artist, Mrs. Annette Burgess, for 
the masterly execution of the colored plates. 

Five of the plates show fundi of the usual labora- 
tory animals. Ninety-five of the plates depict the 
human fundus, six of which show congenital anoma- 
lies, eight plates show fundi with normal variations, 
malities. 

The text includes a fifteen-page chapter on oph- 
thalmoscopic examination by the author, and a cau- 
tion in its last paragraph about the danger of 
glaucoma in elderly patients following mydriasis. 

As in every other branch of medicine, the text and 
the illustrations serve merely as a guide to the stu- 
dent, who must learn by experience how to exam- 
ine effectively and how to interpret the findings 
correctly. Since proper interpretation often in- 
volves a knowledge of the histopathology of the tis- 


‘sues, perhaps the author will supplement the excel- 


lent atlas with an equally excellent histopathological 
atlas with microphotographs and discussions of each 
lesion portrayed in gross. 

In any case, Dr. Wilmer and his associates de- 
serve great credit for assembling a work of such 


educational value. 


f 
February 13, 19365—Wednes la 
Hospital, 8 Mass. 6:30 
Scientific program and busine 
of subjects and speakers to be 
Dinner complimentary by the 
October 22- November 2—1934 Graduate Fortnight of 
the New York Academy of Medicine. See page 1240, 
DISTRICT MEDICAL SOCIETIES 
announced. 
Hotel, Greenfield, Mass. 
CHARLES MOLINE, M.D., Secretary. 
Sunderland. 
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The Medical and Orthopaedic Management of 
Chronic Arthritis. By Ralph Pemberton and 
Robert B. Osgood. 403 pp. New York: The Mac- 
millan Company. $5.00. 


This book is composed of a Preface and fourteen 
chapters, which cover in detail the history, in- 
cidence, classification, pathology, physiology, etiol- 
ogy, symptomatology and treatment of arthritis. 
The chapters on pathology, physiology, etiology and 
symptomatology follow closely the lines laid down 
in the “Primer on Arthritis” published by the Amer- 
ican Committee for the Control of Rheumatism. 

Arthritis is divided into two types, atrophic and 
hypertrophic. It is accepted as a disease in which 
joints are but one manifestation of a general sys- 
temic involvement; one which should be primarily 
a medical problem but which, because of the bone 
and joint changes, requires an equal amount of 
orthopedic supervision. 

The chapters on general and medical treatment 
are detailed and thorough, but not specific, and 
therefore, from the point of view of the clinician, 
not entirely satisfactory. Drug and dietary therapy 
particularly are presented in such manner that the 
material is not easily accessible to the physician 
seeking help on these points. Rest, exercise and 
massage are rightly emphasized, and are well pre- 
sented. The importance of the recognition of the 
patient’s motivation for living in its effect on arthri- 
tis is mentioned but not stressed, even though the 
authors suggest that the underlying etiology of 
arthritis is related to disturbance in the functions 
of the sympathetic nervous system. . 


The outstanding chapter is that covering ortho- 
pedic treatment. It is specific, detailed and accu- 
rate. Directions, which are easily grasped, are 
given for all forms of orthopedic therapy, including 
exercises, apparatus and surgery. This part of the 
book cannot be recommended too highly. 

The reviewer read this book four times and found 
with each reading much of value. The quotation on 
page 365 “Begin at the beginning and go on till 
you come to the end; then stop” is very apt, as this 
is exactly what the reader must do. It is not a book 
in which one may turn to one or two pages and quick- 
ly find specific information. Its value would be 
greater were the same material presented in a 
slightly more concise style with adequate heading 
and subheadings dividing the text. However, the 
authors are exceptionally well qualified to state 
opinions based on twenty-five years’ experience in 
arthritic work, and only a man who has made a 
similar study for at least fifteen years is really 
qualified to criticize the book. It should be accepted 
as a standard textbook in medical colleges, and 
should be on the shelves of all medical libraries as 
the most comprehensive volume on arthritis pub- 
lished to date. 

The reviewer, nevertheless, anticipates reading a 
second edition which will present the subject with 
a less didactic and a more personal flavor. To 


quote again, page 382, “He that hath truth on his 
side is a fool as well as a coward if he is afraid 
to own it because of the multitude of other men's 
opinions. Tis hard for a man to say all the world 
is mistaken but himself, but if it be so, who can 
help it?” and page V in the Preface, “chronic arthri- 
tis is largely a preventable and curable disease,” 
and lastly “single-minded enthusiasm and snap 
judgments and unjustifiable pessimism toward the 
problem of arthritis are all too common and have 
been important factors in delaying the advent of 
adequate therapy in this field”. (Page VI Preface.) 
The reviewer endorses the truth of the first and 
last statements heartily, and of the second with 
reservations, suggesting tentatively that overopti- 
mism may be as “important a factor in delaying the 
advent of adequate therapy” as “unjustifiable 
pessimism”. 
The Spastic Child. By Marguerite K. Fischel. 97 
pp. St. Louis: The C. V. Mosby Company. $1.50. 


The neurologist, visualizing the irrecoverability 
of nervous tissue once damaged by disease or in- 
jury, is likely to be overpessimistic regarding the 
possibility of restoration of function in such a dis- 
ease as congenital spastic paraplegia. With actual 
cells of the brain destroyed, can others take over 
their function? There is little evidence that such 
is the case. Why “waste time,” therefore, on pro- 
longed physiotherapy? 

The answer to the last question is to be found 
in this little book under consideration. Written by 
a devoted and energetic mother of two boys, both 
born with Little’s disease, we find here recorded the 
results of sixteen years of work of persistent train- 
ing in muscle relaxation and movement. Hours and 
hours of painstaking endeavor occupied the author, 
supplemented by expert advice from various physi- 
cians and physiotherapists. The book is a personal 
account of the various exercises used, illustrated by 
adequate line drawings. There is much recorded of 
value to both the neurologist and the orthopedist, 
particularly to the former, whose “nothing-can- 
be-done” attitude is the result of an unhealthy pes- 
simism. The orthopedist, on the other hand, is 
often overoptimistic. The book, from the point of 
view of the parent, is a sound, common-sense lesson 
for both of them. The slightly sentimental, but 
natural, attitude of the mother in writing about her 
children should not detract from the real worth of 
the book. The worst feature is a rather silly intro- 
duction by a physician! 


The Sinister Shepherd: A Translation of Giralamo 
Fracastoro’s Syphilidis Sive De Morbo Gallico 
Libri Tres. By William Van Wyck. 85 pp. Los 
Angeles: The Primavera Press. $4.50. 


The famous poem, written by Fracastoro, which 
depicts the ravages of syphilis and gives the disease 
its name, has been reprinted, in both the original 
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papers. Badly written up by the average untrained 


laboratory or clinical investigation of importance in 
recent years seems to have been omitted. One finds 


by the misspelling of names or the changing of 
initials. 

The book, however, is essentially a false inter- 
pretation of modern medicine. One could stand the 
author’s popular, although often slovenly, English 
style, if he were only a little more moderate in his 


Radiologic Exploration of the 
intestinal Tract. By the Cole Collaborators. 
Pp. Saint Paul and Minneapolis: The Bruce Pub- 
lishing Company. $7.50, cloth; $10.00, % Morocco. 
This book of three hundred and thirty-six pages 


a book of reference or one to be used by students. 


— 


Thérapeutique Médicale. VII. Vaisseaux et Reins. 
Par M. Loeper. 340 pp. Paris: Masson et Cie, 
1934. 50 fr. 

This volume is one of a series on medical thera- 
peutics and is intended to be a treatise on the treat- 
ment of renal and vascular diseases. It should be a 
valuable aid as a reference book, but is not a suit- 
able one for the general practitioner. 
The author and his collaborators, in their evident 
desire for completeness, have failed to give to their 
work a personal flavor. In the reviewer's opinion it 
would have been more desirable for Professor Loeper 
to have discussed his personal experience with the 
use of a drug or drugs in a particular disease, rather 
than cite all the known remedies, good and bad, 
past and present, obsolete and “au courant”. For 
example, in discussing hematuria, all the known 
and standard drugs such as ergot, hamamelis, 
hydrastine, gelatin, calcium chloride, and many 
others are mentioned but little is stated about their 
comparative usefulness. Likewise, the chapter deal- 
ing with urinary antiseptics reviews all the anti- 
septics, many of which are of little importance and 
of no practical use. 
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and in translation, over one hundred times since it statements. Nervous irritability, under glandular 
was first published in 1530. Professor Fulton of the] therapy in Paget’s disease, “vanished as if by 
Yale Medical School has a bibliography of the poem | magic”. Fever therapy in paresis “baked the 
in hand, notice of which has already been printed | syphilismad brain back to reason”. Diseases are 
in our columns. This new translation is a wel-| “conquered,” operations are a “godsend,” and “the 
j come addition to our medical literature, although ] iron lung breathes for poisoned lungs”. Let the 
there are still other, and equally good, translations | author take a lesson from Jeans or Eddington, men 
available, although not in English. Dr. Van Wyck who state the facts and interpret astronomy in a 
has furnished a few notes for the text, translated,/sane and yet understandable way. Books of the 
as an introduction, a paper by Albert Garrigues from | type of “Medicine Marches On” can only do the 
Aesculape, April, 1925, and, in an appendix, gives | public harm; a wise physician, trained to overlook 
in English part of von Hutten’s De Guaia Medicina | the emotionalism, might read this book with profit, 
et Morbo Gallico, 1519. The illustrations add little | even though it was not written for him. 
to the text. — 
Medicine Marches On. By Edward Podolsky. 343 pp. 
New York and London: Harper and Brothers, 
Publishers. $3.50. 
Med 
*.! and two hundred and forty-three illustrations is a 
Some detailed presentation of the author’s technique and 
ae» method of examining the gastro-intestinal tract, with 
biogra: a critical discussion of various other methods with 
ben which the author disagrees. 
— Much space is given to a presentation of the 
guide our book shelves rather than author’s claims to priority. The works of some of 
the best-known American and European writers are 
unfairly criticized, and generally recognized methods 
of examination are condemned. 
The title “Radiologic Exploration of the Mucosa 
of the Gastro-Intestinal Tract” is somewhat mislead- 
o commend the book under ME | ng as not over half of the book is a presentation of 
this phase of gastro-intestinal examination, and much 
is, naturally, interested in the lot this is highly critical. The book should be of in- 
in medical science. The res” | terest to the well-trained roentgenologists. It is not 
˙ . ũ 
— 
newspaper reporter, Science Service and bureaus 
such as that maintained by the New York Academy 
of Medicine have helped to serve the public with 
the essence of scientific discovery. Facts are usually 
easily obtained; it is the interpretation of those 
facts which offers the difficulty. Overemphasis, 
emotionalism, enthusiasm that knows no bounds, 
and even downright misinterpretation are liable to 
creep in. Such, unfortunately, is the trouble with 
Dr. Podolsky's book. * 
The volume is unusually complete in data. No 
reference to the methylene blue treatment for potas- 
sium cyanide, the bacteriophage, folliculin and 
prolan, cortin, the “radio knife,” sympathectomy, 
quinidin and many others. The book is a great 
storehouse of information, marred in many instances 


